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INTRASPINAL TUMORS AND THE PART THEY PLAY IN 
GENERAL DIAGNOSIS* 


WINCHELL McK. Craic, M.D., 
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Mayo Clinic and Mayo Foundaticn,+ 
Rochester, Minnesota 


It is probable that no tumor can create such a 
variety of pain and disability as can an intraspinal 
one. Yet the majority of intraspinal tumors are 
benign and produce disability by direct pressure on 
the intraspinal nerves and on the tracts of the spinal 
cord. 
with the circulation and nutrition of the spinal cord, 
irreparable injury may be caused, not by invasion 
of the cord but by ischemic and degenerative proc- 
esses. Hence, early diagnosis and removal of the 
lesion are most important. 

The difficulty in diagnosis of intraspinal tumors 


However, since the pressure may interfere 


stems from the slow, insidious onset and the often 
intermittent occurrence of the symptoms. These fac- 
tors, of course, are confusing, because the symptoms 
often simulate those of certain degenerative diseases 
of the spinal cord, and may be misleading. The 
degenerative conditions which may simulate intra- 
spinal tumors include syringomyelia and demyelinat- 
ing diseases such as multiple sclerosis, subacute com- 
bined sclerosis and arteriosclerosis of the spinal 
cord. 
themselves, but they should bring to mind, as does 
combined sclerosis, the need for the neurosurgeon to 
Other con- 


Not all these syndromes are diseases in 


consider several causes of the syndrome. 
ditions which need no further consideration are the 
diseases of the motor neurons such as amyotrophic 
lateral sclerosis and infectious diseases such as an- 
terior poliomyelitis, and some of the rarer diseases. 


SYRINGOMYELIA 
One of the confusing clinical syndromes is that 
produced by syringomyelia or cystic degeneration of 
the center of the spinal cord. The classical syn- 
drome of syringomyelia is well known, but the pa- 


*Read at the meeting of Roanoke Academy of Medicine 
at the Spring Congress in Ophthalmology and Otolaryn- 
gology of the Gill Memorial Eye, Ear, Nose and Throat 
Hospital, Roanoke, Virginia, April 5 to 10, 1954. 

+The Mayo Foundation is a part of the Graduate 
School of the University of Minnesota. 


tient rarely says that he is unable to distinguish 
between hot and cold applications to his hands, shoul- 
ders or body. More often, he complains of numbness 
and weakness of a hand, and it is found, when all 
sensory tests have been performed, that he has what 
neurologists call a “dissociated anesthesia.” This is 
demonstrated by loss of feeling for painful and 
thermal stimuli but not for touch. Syringomyelia, 
as it progresses, causes a variety of other symptoms 
and signs, almost any one of which may indicate the 
need of a complete neurologic examination. Sco- 
liosis with paralysis of spinal muscles, atrophy and 
weakness of muscles in the hand and arm, may cause 
the patient to consult a physician. Disturbances of 
gait, dysphagia and dysphonia often call for a con- 
sideration of syringomyelia in the differential diag- 
nosis. Impared function of cranial nerves and nystag- 
mus will be noted in those patients who have an 


associated syringobulbia. 


MULTIPLE SCLEROSIS 


With the recent focus of attention upon multiple 
sclerosis as a disabling disease of unknown origin, 
physicians are alert to the presence of this condition 
and frequently make such a diagnosis without con- 
sidering other conditions. This is a demyelinating 
disease the main clincal features of which occasion- 
ally are confused with those of syringomyelia if the 
symptoms are confined to the spinal cord. Early 
in the course of the disease, the patient’s difficulties 
in walking may be much the same as they are in 
other diseases which produce similar localized le- 
sions. The tendon reflexes are hyperactive, whereas 
in cases of syringomyelia they are markedly de- 
pressed, particularly in the upper extremities. Re- 
current remissions and exacerbations are an out- 
standing feature in cases of multiple sclerosis. The 
well-known triad of nystagmus, incoordination and 
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scanning speech occurs late in the course of the dis- 
ease. 


ARTERIOSCLEROSIS OF THE NERVOUS SYSTEM 

The term, “‘arteriosclerosis of the central nervous 
system,” often is used to explain neurologic symp- 
toms in aged persons. Fatigue of the legs which 
accompanies exercise has been explained as being 
due to intermittent claudication of the spinal cord 
and perhaps of the peripheral nerves. This may or 
may not be associated with an unsteady gait. 
Paresthesias and the sensation of objects crawling 
over the limbs or body may be among the chief 
symptoms. Tendon reflexes in the lower limbs often 
are unequally reduced, and Babinski’s reflex may be 
elicited on one side or both sides. 


SUBACUTE COMBINED SCLEROSIS 

Patients who have subacute combined sclerosis 
complain of numbness and tingling of the toes. If 
the syndrome is due to pernicious anemia, the pa- 
tients usually will complain of similar manifesta- 
tions in their fingers. Reduction in vibration sense 
often is present at a level as high as the iliac crests. 
None of our patients with intraspinal tumors had 
symmetric numbness and tingling of all four ex- 
tremities. The other signs mentioned thus far are 
not uncommon features of a lesion which compresses 
the spinal cord; however, the Achilles tendon reflex 
usually is present and Babinski’s reflex usually is 
absent in cases of lesions compressing the spinal 
cord. 


ConpiTIONS WHICH CoMPRESS THE SPINAL CorD 

Compression of the spinal cord caused by such 
lesions as a protruded intervertebral disk, arach- 
noiditis and neoplasm may simulate in some degree 
the following syndromes: peripheral neuritis or 
polyradiculitis, multiple sclerosis, spinomeningovas- 
cular syphilis, subacute combined sclerosis, arterio- 
sclerosis of the nerves and spinal cord, diabetic neu- 
ropathy or myelopathy, syringomyelia, and_ the 
Brown-Séquard syndrome. 

Pain is the most outstanding symptom of an in- 
traspinal tumor. The pain of intraspinal tumors 
may occur in certain regions in which there is a 
coincidental pathologic process such as disease of 
the gallbladder, an ovarian tumor, a fibroma of the 
uterus, appendicitis, a thoracic tumor, or a bony 
lesion of the extremities, and removal of the asso- 
ciated lesion will not relieve the pain. 


VoLuME 81, 


In distinguishing the pain caused by intraspinal 
lesions from that caused by organic lesions of the 
thorax, abdomen and extremities, many diagnostic 
procedures are available. None of these can begin 
to compare with a careful and thorough neurologic 
examination. For such an examination, it is neces- 
sary to have the patient disrobe completely. The 
physician must consider any change from normal in 
the many reflexes, in the response to cutaneous stim- 
ulation by touch, heat and cold, and in the strength 
of the muscles. Roentgenologic examination of the 
spinal column frequently is of great value in demon- 
stration of the presence or absence of changes in the 
bony structure caused by inflammation, previous 
trauma, erosion and tumors. Examination of a spe- 
cimen of cerebrospinal fluid obtained by lumbar 
puncture is one of the most valuable diagnostic pro- 
cedures. The physical, chemical and cytologic char- 
acteristics of the cerebrospinal fluid may furnish 
the evidence necessary for the diagnosis of an in- 
traspinal lesion. Additional examination for changes 
in pressure, after an increase in intracranial pres- 
sure resulting from compression of both jugular 
veins, will determine whether or not subarachnoid 
block is present. This prevents free circulation of 
the fluid in the subarachnoid space. 


If pain is present and examination of the cere- 
brospinal fluid discloses an abnormality, it is often 
very difficult to localize the lesion of the spinal cord 
accurately. For further localization of the lesion, 
iodized oil can be used. When this opaque substance 
is injected into the subarachnoid space, it collects 
at the level of the block, and this level can be de- 
termined by roentgenographic examination. It often 
is important to make a very careful neurologic ex- 
amination after the removal of cerebrospinal fluid, 
inasmuch as levels at which sensory disturbances 
appear may become apparent, reflex changes may 
take place, and muscular weakness may occur. With 
all these diagnostic procedures at the physician’s 
command, it still may be impossible to demonstrate 
any signs of a neurologic lesion. In such an in- 
stance, examination should be repeated at frequent 
intervals before any drastic therapeutic measures are 
used for the relief of pain in cases in which the 
presence of an intraspinal lesion is suspected. 


The pain of an intraspinal lesion may precede any 
other symptom by months or years. It may be con- 
stant or intermittent. Its chief characteristic is that 
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it occurs when the patient is at rest, and it is re- 
lieved by exercise. The character of the pain is 
almost pathognomonic since it persists in a localized 
It is 
usually lancinating, and is aggravated by coughing, 


area and extends over the same nerve roots. 
sneezing, lifting and straining at stool. It invariably 
awakens the patient 4 to 6 hours after he has retired. 
It often becomes so severe as to compel the patient 
to walk the floor or to sleep in a sitting position. 
Unfortunately, many patients are treated for neu- 
ritis, muscular rheumatism or syphilis, and some 
have been even called “hysterical.” The importance 
of the recognition of the first painful stage of tumors 
of the spinal cord was emphasized in a recent survey 
in which 10 per cent of the patients who had root 
pain had been operated upon for some thoracic or 
abdominal lesion. 


DIFFERENTIAL DIAGNOsIS 

Degenerative or demyelinating diseases of the 
spinal cord must be considered in the differential 
diagnosis of intraspinal lesions. Since an intra- 
spinal tumor may be a metastatic lesion, a general 
examination is important. Of all malignant tumors, 
carcinomas of the breast and prostate gland are most 
likely to metastasize to the spinal cord. It must 
not be forgotten that metastatic involvement of the 
spinal cord may not become evident until many years 
after the primary tumor has been removed. Since 
carcinoma of the prostate gland may not produce 


local symptoms, rectal examination should be made. 


SURGICAL TREATMENT 

The treatment for intraspinal lesions is, of course, 
surgical, and of primary importance is the anesthesia 
under which the operation is done. The selection 
of proper anesthesia to use during operations on the 
spinal cord depends on the patient and on the facil- 
ities for administration. Most patients who have 
had a great deal of pain from the intraspinal lesion 
prefer general anesthesia. However, paravertebral 
regional anesthesia produced with procaine hydro- 
chloride and epinephrine minimizes the amount of 
bleeding, but cannot be used for hypersensitive pa- 
tients. Since the introduction of pentotha] sodium 
anesthesia produced by intravenous injection, we 
have been using it almost exclusively in this type of 
case with excellent results. The intravenous admin- 
istration of pentothal sodium is made safer by the 


use of the Magill intratracheal tube through which 
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oxygen and nitrous oxide can be administered as 
an adjunct throughout the operation. 


Once the diagnosis of a tumor of the cord is es- 
tablished, the treatment is essentially surgical, be- 
cause the objective is relief of compression of the 
spinal cord. The surgical mortality rate associated 
with removal of tumors of the spinal cord is less 
than 4 per cent. Exposure of the spinal cord at 
operation is accompanied by so little risk that it 
can be carried out routinely in the presence of dys- 
function of the spinal cord associated with a distinct 
sensory level and subarachnoid block, or when the 
site of the tumor has been established by means of 
iodized oil. Good exposure of the cord is an essen- 
tial factor, and, of course, the size and extent of 
the tumor necessarily control the extent of the 
laminectomy. 

Extradural tumors are those lying in the space 
between the vertebral walls and the meninges, and are 
apparent by the time the laminectomy has been com- 
pleted. If there is no evidence of compression by 
an extradural lesion, the dura can be opened and 
the cord examined for an extramedullary intradural 
tumor. A silver probe or soft rubber catheter can 
be gently inserted intradurally to eliminate the pos- 
sibility of an obstruction, either above or below. 
Fortunately, the majority of intraspinal tumors are 
benign and are situated outside the spinal cord. 

Intramedullary tumors, or those situated within 
the spinal cord, may cause symptoms of compression. 
Surprisingly enough, decompression of the spinal 
cord, either with or without a midline incision, pro- 
duces a good result, particularly in cases in which 
the tumor is cystic. Benign tumors have been com- 
pletely removed and recovery has resulted from de- 
Certain 
pathologic conditions found at operation may simu- 
late intraspinal tumors. 


compression by means of laminectomy. 


Pachymeningitis brought 
about by tuberculosis, syphilis or other chronic in- 
flammatory diseases may prove to be the cause of 
the compression. Chronic cystic arachnoiditis may 
be encountered when the dura is opened. Varicosity 
of the meningeal vessels may simulate a tumor. This 
condition may be found adjacent to a tumor, and the 
diagnosis of varicosity may not be possible until the 
presence of a tumor has been excluded. 
Postoperative care has been greatly simplified 


since the introduction of early ambulation. Pre- 


viously, patients undergoing laminectomy for the 
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removal of intraspinal tumors were kept flat in bed 
for 2 or 3 weeks. Ambulation within the first 3 to 
5 days-is not uncommon, depending on the previous 
disability and the ability of the patient to be up and 
about. Early ambulation has greatly reduced the 
incidence of vesical complications which necessitate 
the use of an indwelling catheter for the first few 
days after operation. Early ambulation also has 
reduced the need for passive motion and massage, 
since patients who are up and about can exercise the 
muscles which are undergoing recovery. The time 
required for the complete return of function of the 
paralyzed muscles is influenced by the duration and 
severity of the paralysis. As a rule, the time required 
for complete return of function is as follows: 3 
months or less in cases in which the loss of function 
is 25 per cent, 6 to 12 months in which the loss is 
50 per cent, and 18 months in which it is 75 per 
cent. In cases in which the loss amounts to 100 
per cent, a complete return of function will occur 
within 2 years unless the spinal cord has been in- 
jured so severely that motor or sensory function will 
not return below the level of the lesion. The removal 
of intramedullary, infiltrating tumors often results 
in temporary improvement which may last for 6 or 
7 years. 


COMMENT 


Because it recently has been discovered that ob- 
scure pain in the back and in the extremities fre- 
quently is due to protrusion of an intervertebral 
disk, an intraspinal tumor frequently has been over- 
looked. 

Although most intraspinal tumors are benign, 
one should remember that metastatic tumors may 
occur at this site. The presence of a degenerative 
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lesion must be ruled out before one can make a 
diagnosis of an intraspinal tumor. Careful neuro- 
logic examination should be carried out in all cases 
in which the presence of an intraspinal tumor is 
suspected. 

Roentgenographic examination of the vertebral 
column often will reveal erosion of bone or intra- 
spinal calcification. The introduction of iodized oil 
into the spinal subarachnoid space has been of great 
value in the localization of intraspinal tumors before 
they have compressed the spinal cord. 

Pain is the chief symptom in cases of intraspinal 
tumor. The pain has the following characteristics: 
(1) it occurs intermittently; (2) its severity is in- 
creased by coughing or sneezing; (3) it tends to 
occur after the patient has retired; (4) it usually 
causes the patient to arise early in the morning and 
sit in a chair, and (5) it generally is confined to 
certain dermatomes. 

Intraspinal tumors may be extradural or intra- 
dural, and the intradural tumors may be intrame- 
dullary or extramedullary. It sometimes is difficult 
to distinguish an intramedullary tumor from an 
extramedullary tumor, although early involvement 
of the vesical and rectal sphincters usually is indica- 
tive of an intramedullary tumor. Fortunately, most 
intraspinal tumors are situated outside the spinal 
cord. Such tumors produce symptoms by exerting 
pressure on the spinal cord. Removal of the tumor 
will relieve the symptoms by removing the pressure 
on the cord. 

Most intraspinal tumors are benign and can be 
removed. If a benign tumor is removed before it 
has caused permanent injury of the spinal cord, the 
operation usually will result in a complete return 
of the lost function. 


“Athletic Heart” Theory. 

The term ‘athletic heart” should be scrapped be- 
cause it is used with too many different meanings 
to describe a condition that “probably does not exist,” 
an editorial in the July 17th Journal of the American 
Medical Association said. 

The many reports on the effect of exercise on the 
heart lead only to the conclusions that “infections 
are more important as a cause of cardiac disease 


than exercise, that exercise even when strenuous will 
not damage a normal heart, and that persons with 
a heavy body build have a lower life expectancy than 
those with a lighter build regardless of the type or 
extent of their participation in sports.” 

However, there can be “‘no doubt” that strenuous 
exercise may injure a heart that is already weakened, 
and young athletes should have close medical super- 
vision. 
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MIXED CELL TUMORS OF THE PAROTID GLAND: 
Two Case Reports with Comments* 


G. S. Firz-Hucu, M.D., F.A.C.S.+ 


Charlottesville, Virginia 


This is a presentation of the case reports of two 
patients with tumors of the parotid salivary glands 
having somewhat unusual and similar histories. Such 
reports should be of interest to this group (otolaryn- 
gologists), in view of the fact that many patients 
with diseases of the parotid, auricular, submandibu- 
lar and cervical regions frequently consult you first, 
for help in the solution of their problems. In the 
comments following the presentation of the cases, 
I have unhesitatingly referred to the opinions of 
those having vastly more experience in dealing with 
the subject than I. 
in the references. 


Their contributions are listed 
An effort has been made to keep 
the histories brief, presenting only the more pertinent 
material. 

Mrs. M. S., a white female, 42 years of age, was 
first seen by me on October 6, 1950. She was re- 
ferred by her local otolaryngologist because of a mass 
below the right ear. The past history disclosed that 
a right, simple mastoidectomy had been performed 
some years previously. Subsequently, occasional 
purulent discharge had been noted in the ear canal. 
Several months prior to the initial consultation, an- 
tibiotic and x-ray therapy had been administered in 
an effort to eliminate the mass, without success. Not 
being satisfied, her otolaryngologist referred her to 
us for opinion and treatment. 

Mrs. M. S. was admitted to the University of Vir- 
ginia Hospital on November 6, 1950. Her com- 
plaint was the presence of an asymptomatic soft 
tissue mass, situated immediately below the right 
auricle, of eighteen months duration. A well-healed 
postauricular mastoidectomy scar was evident on the 
right side. A perforation of the right tympanic mem- 
brane was present, with a small amount of exudate 
noted in the middle ear. 
anterior, and overlying the mandible, there was a 


Below the auricle, slightly 


diffuse, smooth, rounded, firm mass, measuring 4 x 5 
cm. in diameter. No inflammatory signs, such as 
tenderness and hyperemia, were present. The mass 


was essentially immobile. Normal salivary secre- 


+Department of Otolaryngology, School of Medicine, 
University of Virginia, Charlottesville, Va. 

*Presented at the meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Old Point Comfort, 
Virginia, May 8, 1954. 


tions could be expressed from Stensen’s duct. The 
remainder of the physical examination, including 
x-rays of the mastoid and adjacent areas, the naso-, 
oro- and laryngopharynx, disclosed nothing unusual. 

On November 7, 1950, under general anesthesia, 
the area was explored. A skin incision, 10 cm. in 
length, was made below the angle and body of the 
mandible. The mass was found to be normal- 
appearing salivary gland tissue. Tissue removed 
for histologic examination was reported as: “Parotid 
Gland. No Pathological Change.” The patient was 
discharged from the hospital on November 10, 1950, 
with a diagnosis of “Benign Hypertrophy of Parotid 
Gland.” 

After returning home, Mrs. M. S. was followed 
by her local referring physician. Later, however, 
she consulted another physician, who referred her 
to a medical institution in a neighboring state. In 
February, 1952, the mass, which had remained ap- 
proximately the same in size, was explored by a 
general surgeon, using the same approach as I had, 
with essentially the same result. A diagnosis of 
adenoma of the parotid gland with no mixed cell 
tumor nor carcinoma was made. 

Mrs. M. S. again consulted me on September 1, 
1953. The complaints and findings were the same 
except that in my opinion there was some increase 
in the size of the mass. The patient and family 
were uncertain as to the accuracy of this observation. 
A sialogram of the parotid gland indicated imper- 
fect filling of the deeper radicals. Since my initial 
failure in solving this problem, I had given it much 
thought, and after the last examination, was con- 
vinced that a deep new growth, displacing normal 
tissue externally, was present. A third exploration 
was in order; but in view of the past surgical his- 
tory, I advised that she consult someone with more 
experience in this problem than I had. Consequently, 
upon my advice, she saw Dr. James Maxwell, of 
the Department of Otolaryngology, University of 
Michigan. On October 28, 1953, she was operated 
upon by this physician. Under general anesthesia, 
a Y-type of incision was made, extending from in 
front of and behind the auricle, downward and for- 


ward, below the angle of the jaw. A large encap- 
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sulated mixed cell tumor, 5 x 4 x 4 cm., arising from 
the pharyngeal prolongation of the parotid gland, 
was located and removed. (Photograph 1). The fa- 
cial nerve, which had undergone marked stretching, 
had been previously lecated and its branches iden- 
tified and dissected free from the tumor. The in- 
tegrity of this important structure was thus preserved. 
The postoperative recovery was rapid and uncom- 
plicated by salivary fistula or facial muscle paresis. 
I examined the patient in January, 1954, and found 
her condition to be entirely satisfactory. 

The second case to be reported is similar to the 
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His first admission to the University of Virginia 
Hospital was on Octcber 25, 1948. A sialogram was 
obtained, which was reported as being normal. Be- 
cause of a delay in the evacuation of the oil and 
an inflammatory reaction, the patient was discharged 
October 27, 1948, to return later for surgery. After 
readmission on November 7, 1948, the left parotid 
area was explored under general anesthesia. An 
incision was made along the lower angle of the jaw 
and the parotid gland was exposed. No tumor was 
revealed, only a diffuse enlargement, which was in- 
terpreted as being chronic parotitis. The patho- 


Fig. 1.--Case No. 1. Tumor prior to removal. 


picture. 
preceding one. Mr. J. K., a white male, 25 years 
of age, was first seen by a general surgeon at the 
University of Virginia Hospital on October 14, 1948. 
His chief complaint was an enlargement in the left 
parotid gland region, of five months duration. Ex- 
amination disclosed a poorly delineated swelling, 
3 x 4 cm. in diameter, immediately below and just 
anterior to the left auricle. A diagnosis of mixed 
tumor of the parotid gland or branchial cleft cyst was 
made. In the past history, it was interesting to note 
that the patient had been hospitalized previously in 
a smaller local hospital and treated for a parotitis. 


E, ear. 
stretched facial nerves overlying surface of tumor. 
(Photograph used through courtesy of Dr. James Maxwell.) 


N, markedly 
identical 


P, reflected parotid gland tissue. 
Case No. 2 at operation presented 


logical report was the same. The patient was dis- 
charged from the hospital on November 10, 1948, 
after an uneventful recovery following the surgery. 

After discharge, the patient was seen frequently. 
A consulting otolaryngologist concurred in the diag- 
nosis of parotitis. X-ray therapy was instituted. 
Notes were made in time to the effect that the size 
of the gland decreased, but a noticeable mass per- 
sisted. The final x-ray treatment was given on De- 
cember 1, 1950. 

On November 6, 1953, the patient consulted me. 
There had been a very gradual increase in the size 
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of the mass in the left parotid gland region in the 
interval since 1950. It had remained asymptomatic 
otherwise. Examination revealed an obvious, dif- 
fuse, smooth, non-tender, non-inflammatory fullness 


(Photograph 


in the region of the left parotid gland. 
2). No well-delineated nodule could be demon- 


Fig. 2.-Case No. 2. Mass, left parotid region, prior to 
second operation. 
strated. The scar of the previous operation was 


present below the body of the mandible. The pharynx 
was negative. Normal-appearing salivary secretions 
could be expressed from Stensen’s duct. In view of 
the experience with the first case, I felt certain that 
this patient also had a neoplasm of the deep parotid 
lobe, displacing normal tissue outward. 

Operation was advised; and after admission to the 
Otolaryngologic Service at the University of Virginia 
Hospital, the surgical procedure was performed. Un- 
der general anesthesia, a Y-type of incision was made 
anterior and posterior to the auricle and extending 
downward and forward to the angle of the mandible. 
In this manner, after the skin flaps were elevated, 
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maximum exposure of parotid tissue was obtained. 
The main stem of the facial nerve was identified in 
the region of the styloid process, after Maxwell’s 
technique. Dissection of the nerve was carried out 

anteriorly, and in doing so, a large encapsulated ! 


tumor, arising from the deep lobe of the parotid 
(Photograph 3). 


gland, was encountered. The 


Fig. 3.—Case No. 2. Mixed cell tumor, parotid gland, 


5 x 4.5 x 4 em. 
facial nerve between the styloid foramen and its in- 
itial bifurcation had undergone marked lengthen- 
ing by the pressure of the mass. The tumor was 
remcved with as much margin of parotid tissue ad- 
jacent to the capsule as possible. After delivering 
the tumor from its bed, the wound was drained, 
closed and dressed in the usual manner. Recovery 
from the operation was rapid, without a salivary 
fistula, facial paresis, or auriculotemporal syndrome. 
The pathologist reported the tumor as being of the 


Fig. 4.—Nerve stimulator used in parotid gland surgery. 


| 
a 
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mixed cell type. The patient was discharged from 
the hospital five days after operation. When last 
seen in March, 1954, his condition was satisfactory. 

In ‘these two cases, it is quite obvious that it is 
far too early to evaluate the permanent result. Mixed 
cell tumors may recur. The delay in removing these 
two tumors was due to failure to properly examine 
and explore the entire gland and to the isolation of 
the major branches of the facial nerve at the time 
of operation. This can be done only by an adequate 
skin incision and wide exposure of the entire gland, 
and will be further commented upon later. 


COMMENT 

The two cases had several factors in common, the 
most notable being the presence of a parotid mixed 
cell tumor and the delay in the establishment of the 
correct diagnosis, even though all concerned must 
have suspected it. Each patient was examined ini- 
tially by two groups of consultant specialists, the 
otolaryngologists and the general surgeons, both fail- 
ing to solve the problem of correct diagnosis, which, 
in retrospect, should have been evident from the first. 
Why did this occur? In my opinion, because of the 
reluctance of the consultants to fearlessly attack the 
parotid gland surgically. And this in turn is due 
to the complexity of the surgical anatomy of this 
particular structure. Had these masses appeared in 
the thyroid or submaxillary glands, no such delay 
would have occurred. 

Successful surgery upon the parotid gland is pre- 
dicated upon adequate exposure of the gland and 
familiarity with the branches of the facial nerve. 
Essentially, surgery of the parotid gland in the more 
difficult problems is surgery of the facial nerve. The 
initial incision utilized to obtain adequate exposure 
of the parotid gland is a Y-type one or a modifica- 
tion of it. This incision extends from the level of 
the tragus of the auricle, downward to just below 
the lobule of the ear. A second postauricular incision 
joins the anterior one, and, after the junction, is 
carried further downward below the angle of the 
mandible and then forward for several centimeters. 
The main stem of the facial nerve may be identified 
in the region of the base of the stylomastoid process, 
with the dissection progressing anteriorly or by iden- 
tification of one of the peripheral branches of the 
nerve at its exit from the gland, and thence progress- 
ing posteriorly. Descriptions of the technique of 
the various methods may be found in articles by 
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Bailey’, Buxton, Maxwell and Cooper”, McCormick®, 
Statet, Adson®, Byars®, Trueblood’, and Martin’. 
It has been demonstrated by McWhorter’, Hurford” 
and others that in some cases the parotid gland is a 
bilobed structure, consisting of a superficial (exter- 
nal) and a deep (pterygoid or internal) lobe con- 
nected by a well-defined isthmus, with the branches 
of the facial nerve located between the lobes. Hol- 
linshead", and particularly McKenzie!*, from their 
observations, are doubtful that this concept of the 
parotid gland being a bilobed structure is correct. 
In our dissections in the anatomical laboratory, it 
has been difficult, possibly because of the condition 
of the cadaveric tissue, to readily identify seperate 
lobes and isthmi; however, we have always noted 
parotid gland tissue internal and external to the pes 
anserinus of the facial nerve. Also, in the dissection 
at the time of surgery, the gland has been distorted 
by the presence of a tumor or an inflammatory proc- 
ess precluding the determination of an accurate pic- 
ture of the normal structure. The terminal branches 
of the external carotid artery and the posterior facial 
vein pass through the substance of the deeper por- 
tion of the gland. 

The most likely cause for a slowly developing 
asymptomatic mass in the region of the parotid gland 
is a mixed cell tumor. Foote and Frazell', in a 
study of a large group of salivary gland tumors of 
all types, found that about 51 per cent were the 
so-called benign mixed tumors of the parotid gland. 
The tumors are rounded, ovoid, or possibly multi- 
lobular, and invested by a distinct but thin capsule. 
Extension of tumor cells may project microscopically 
through the capsule into adjacent parotid tissue, thus 
possibly explaining in part their tendencies to recur. 
In view of this observation, one-half to one centi- 
meter of surrounding parotid tissue should be re- 
moved with the tumor, if possible, in order to obtain 
added assurance of complete removal, thus mini- 
mizing the chances for recurrence. 

The preoperative diagnosis of mixed cell tumors 
is made on the basis of the history and clinical find- 
ings. Biopsy by the incision or aspirating method is 
not utilized except in unusual instances, because of 
the desire to remove the tumor intact and in order to 
lessen the opportunity for seeding of spilled cells. 
Also, as Clarke observes, parotid aspirations are 
notoriously unreliable, and difficulty is sometimes 
encountered by the pathologist in making the correct 
diagnosis, even with the entire specimen. Frozen 
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section examinations may be requested in certain 
cases, to determine adequate margin or in the event 
of doubtful benignancy. Sialography adds little 
to the picture, and actually may cause a delay in 
performing surgery if unusual reaction to the pres- 
ence of the iodized oil occurs in the gland tissue or 
if there is delay in the evacuation of the oil.. X-rays 
of the gland for the presence of calculi, though very 
rare, are desirable. The final diagnosis depends 
upon the histologic study of the tissue. 

The treatment of mixed cell tumor, as advised by 
Buxton et al., is total excision of the tumor while 
Effort 


is made whenever possible to include in the excision 


preserving the integrity of the facial nerve. 


a segment of the normal parotid tissue adjacent to 
the tumor capsule. A subtotal parotidectomy is 
performed, the total procedure being reserved for 
malignant neoplasm. Irradiation therapy is of no 
value in mixed salivary gland tumors. 

Hamberger’® discusses the postoperative compli- 
cations one may encounter in subtotal parotidectomy. 
They are: temporary facial paralysis, salivary fis- 
syndrome (Frey 
Facial paralysis, assuming 


tula, and the auriculotemporal 
gustatory syndrome). 
that none of the major branches have been severed, 
is due to trauma to the nerve incidental to the dis- 
section, and will clear within a matter of days to 
eight months. If the injured branch is the zygomatic 
one, a temporary tarsorrhaphy may be necessary to 
protect the cornea. Salivary fistulae will usually 
heal in a matter of days. Aspiration followed by 
pressure dressings or even x-ray irradiation, as ad- 
vised by Clarke, may be necessary to encourage the 
Reissner!® mentions that 
interrupting the fibers connecting the auriculotem- 


cessation of the secretions. 


poral nerve, the facial nerve, and the parotid gland 
will help prevent a fistula. The auriculotemporal 
syndrome, characterized by perspiration, reddening 
and burning in the preauricular area, is rare, and 
when present, causes little concern. 


SUMMARY 

Two cases of mixed cell tumors of the parotid 
gland are reported, in which there was an extended 
delay prior to the establishment of the correct diag- 
nosis. This, in these cases, was due to insufficient 
exposure of the gland at the time of the initial 
explorations. Emphasis is placed on the need, for 
proper skin incisions and exposure of the gland, 
with identification of the main facial nerve branches, 
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in the solution of the more difficult surgical prob- 
lems of the parotid gland. Comments are made on 
the technique and complications of parotid gland 
surgery. 
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104 East Market Street 


More Cancer Could Be Cured. 


The present 10 per cent rate of cure for cancer 
could be increased to 25 even without any new dis- 
coveries, a cancer specialist reports. Whether it is 
increased is “‘squarely up to you and me” and “how 
well we act on what we learn,” Dr. George E. Waker- 
lin, Chicago, said in the June Today’s Health mag- 
azine, published by the American Medical Associa- 
tion. He is head of the department of physiology 
at the University of Illinois College of Medicine 
and a member of the American Cancer Society Ex- 
ecutive Committee. 

An estimated 25,000 cancers are cured each year 
in this country—an average of 10 per cent with ex- 
tremes of 85 for skin cancer and less than one per 
cent for blood cancer. 


“With the full application of present knowledge 
we could cure 25 per cent, with extremes of 98 per 
cent for skin cancer and one per cent for cancer of 
the blood.” 


cent indicates the size of the educational problem 


“The difference between 10 and 25 per 


facing the American people.” 


In an article, “Recent Progress in Cancer Re- 
search,” he said the remaining 75 per cent uncured 
cancers “will yield only to present and future cancer 
research.” Although scientists do not know what 
basic change makes a normal cell become cancerous, 
they know ‘‘more about the mechanisms of cancer 
than about a number of other diseases.” 

He warns against overoptimism about new and 
“inadequately proved” remedies, pointing out that 
cancer cures still are achieved largely by surgery, 
x-ray and/or radium. These methods also are being 
improved. Successful surgery now can be far more 
extensive than before. A radiation machine con- 
taining large quantities of radioactive cobalt is now 
being tested. A more significant advance is in the 
use of sex hormones which has brought “considerable 


improvement” and prolonged many lives. 


“None of the other anti-cancer agents proposed 
recently has been ‘generally accepted’ by cancer 
experts, and Dr. Wakerlin said relying on them 
should be guarded against. 
are raised, and patients with operable cancers may 
postpone surgery or radiation until] it is too late.” 


“Otherwise false hopes 


é 
: 


> 
XUM 


Medical Society of Virginia Cancer Committee 


Chairman, George Cooper, Jr., M. D. 
Medical School Building, University, Va. 
Reprints of this and preceding Bulletins may be obtained from this office 


September 1, 1954 


Cancer of the Larynx 


Hoarseness 


Approximately four per cent of all cancers 
occur in the larynx, mostly in men over forty- 
five. It is estimated that, in this country, 
6,000 people die each year of the disease, and 
that 18,000 people now have unrecognized 
cancer of the larynx. Yet this is one form 
of cancer that consistently produces an early 
symptom — hoarseness. 


It is seldom that a patient fails to seek 
medical advice promptly for hoarseness. 
Since cancer of the larynx limited to one 
vocal cord is more amendable to surgical 
or radiation treatment than is any other 
form of internal cancer, the responsibility 
for the high death rate in cancer of the 
larynx must rest on the medical profession. 


To cite concrete examples, a man on his 
way to Florida for the winter stopped off to 
see a laryngologist connected with one of 
the Virginia tumor clinics. The patient was 
going south, on his physician’s advice, be- 
cause of persistent hoarseness. His larynx 
had not been inspected. This simple proce- 


dure resulted in the immediate discovery of 
an ulcerated growth involving the right cord 
and anterior commissure. A biopsy was re- 
ported as showing carcinoma. 


Another man sought the advice of a laryn- 
gologist because his hoarseness had not been 
relieved by a tonsillectomy, performed for 
that purpose by another physician, again 
without inspection of the larynx. This pa- 
tient, too, had cancer of the larynx. 


The history of prescription, by physicians, 
of “cough medicine” for weeks and months 
because of hoarseness without inspection of 
the larynx, is repeatedly given by victims of 
this form of cancer. 


If hoarseness persists over two weeks, the 
larynx should be inspected. Full visualiza- 
tion can be readily obtained by means of the 
laryngeal mirror and direct speculum, 
through which tissue can be removed for 
microscopic examination. The physician who 
does not feel competent to carry out this 
procedure should insist that his patient be 
immediately seen by one who is. 


Treatment: Cancer limited to one cord, 
and many cases in which extension is some- 
what beyond this area, can be cured in a 
great majority of instances by the relatively 
simple operation of laryngofissure plus local 
excision of the cancer-bearing area or inten- 
sive x-ray therapy. The risk is negligible and 
the patient retains a useful speaking voice. 


In more advanced cases still limited to 
the interior of the larynx, the majority are 
also cured by total laryngectomy, but the 
patient must learn to speak with a buccal 
voice. With practice, this voice closely sim- 
ulates the normal laryngeal voice. 


In more advanced cases, in which the 
growth has become extrinsic, the percentage 
of cures rapidly diminishes. Treatment con- 
sists of total laryngectomy plus radiation, or 
radiation alone. That most patients fall in 
the last category is because the symptom of 
hoarseness is minimized. 


. 
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SURGERY OF THE BILIARY TRACT* 


FRANK S. JoHNs, M.D., 
Johnston-Willis Hospital, 
Richmond, Virginia 


My preceptor, Dr. A. Murat Willis, (1878-1929), 
Was greatly interested in biliary surgery and did 
much work in that field. He practiced safe surgery 
and taught his students accordingly. 

Since 1929 great improvements have appeared in 
the diagnosis of biliary disease and in the technique 
of its surgical treatment. Yet, in spite of these sound 
advances, operations on the gallbladder and the 
hepatic ducts are more hazardous now than formerly. 
We have attempted recently to search the literature 
for the cause of this discouraging increase in surgical 
accidents in the biliary tract. Our findings point 
regrettably to human errors for surgical accidents in 
the difficult area of the gallbladder. 

The number of surgecns who have completed their 
training in the past decade has increased tremen- 
dously over former periods, and in our country there 
are no fixed rules for their training. Our great sur- 
gical teachers differ widely in method and in the 
experience and responsibility placed on their as 
sistants. Thus, the training of surgeons is far from 
standardized. True, we have the Boards, but even 
their endorsement may miss the supreme question of 
a man’s ability to operate. The board-certified sur- 
geon may have all the answers, yet he may not know 
how to perform a difficult and frequent operation. 
A surer test of the applicant’s ability as a surgeon 
might be for some member of the examining Board 
of Surgery to watch him operate on a short, round- 
bellied patient for stones in the common duct; also, 
in order to see how he handles tissues, to have such 
an applicant perform a subtotal gastrectomy. 

The only duct entering the gastrointestinal tract 
from the liver is the common bile duct. Injury to 
this duct during a cholecstectomy is usually irre- 
parable. Certain patients may do well; the vast 
majority of them do poorly. 

Since 1945, more than 85 articles have been pub- 
lished on how to repair the common bile-duct. In 
Lahey’s final volume, 41 of 60 pages on “The 
Biliary Tract” are devoted to the same problem. In 
his statistics on the Etiology of Strictures, of 239 
cases, 208 were attributed to “surgical trauma.” 


*Read before the annual meeting of The Medical Society 
of Virginia, at Roanoke October 18-21, 1953. 


Yet no satisfactory operation has been devised for 
such repair. 

In the past twenty vears we have noted a crusade 
by many surgeons for immediate operation on all 
cases of acute cholecystitis with stones. Surely, many 
of such patients can be treated as emergencies with 
good results. But I wonder if that is sound teach- 
ing, and whether or not it may have some bearing 
on the frequency of serious injuries to the common 
and hepatic bile ducts. Emergency surgery at its 
best is seldom good. Odd hours in the operating 
rcom are far from the most desirable, although an 
assistant resident might prefer night surgery with its 
superior cperating privileges for himself. However, 
as he must learn, the removal of an acutely inflamed 
gall-bladder can be exceedingly difficult, taxing to 
the utmost any surgeon’s ability, and at least demand- 
ing ideal working conditions. 

A question frequently asked is when to operate 
on a case of acute cholecystitis? But how can any- 
one say when to operate on a diseased gallbladder 
until he has seen the patient and weighed all the 
facts involved in his case? In our experience, the 
time to operate on a gallbladder is based on the 


patient’s condition at that time, not on how long he 


has been sick. 

Our selection of operative procedure also depends 
on the condition of the patient and the pathology 
found at operation. Whether to do a cholecystectomy 
or a cholecystostomy should be the surgeon’s decision 
after he has opened the abdomen. For every case 
we try to follow three sound rules: 

(1) The patient must be properly prepared and 
able to tolerate the operation. 

(2) The patient’s complete relaxation must be 
for this the services of 


secured, and a competent 


anesthesist are mandatory. A good surgeon with 
a poor anesthetist may do a poor job. Some twenty 
years ago we called to the attention of this Society 
the importance of having a licensed physician in 
charge of anesthetics at every hospital. Nothing 
cculd have been more unpopular; today the idea 
seems less radical. Incidentally, for the past thirty 


years at the Johnston-Willis Hospital it has been 
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our good fortune to have as chief anesthetist a li- 
censed physician who is well trained in anesthesia. 
(3) The third rule of safety for every operation 


rtal vein 


Cystic a.---- 
Cystic duct--—- 


Fig. 


1.—-Anatomy of the Biliary Tree. 

The in- 
cision must be of sufficient size to allow a thorough 
exploration of the gallbladder and of the common 


on the gallbladder is adequate exposure. 


Fig. 2.—Beginning the dissection. 


and hepatic ducts, with any anomalies which may be 
present. 


We have attempted to follow this routine in all 
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our cases, namely, proper preparation, thorough re- 
laxation, adequate exposure. We have also had 
competent assistants, another essential; this difficult 
surgery cannot be safely carried out with poorly- 


Fig. 3..-Demonstrating the cystic duct and cystic artery. 


Fig. 4.—Showing the ligature put in below the clamp. 
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trained assistants. Acknowledging these advantages, 
we may state that there have been no known injuries 
to the ducts in our series of operations on the gall- 
bladder. 


Fig. 5.—Demonstrating the duct under tension. Clamp 
improperly applied. 


Fig. 7.—Closure of peritoneum. 


GALLBLADDER OPERATIVE CASES 
Johnston-Willis Hospital 


January 1, 1913 to October 1, 1953 


1869 Cases Mort. rate 
Not Drained 
Cholecystectomies _- 902 (48.26%) 783% 
Drained 
Cholecystectomies 629 2.70% 
(51.74%) 
Cholecystostomies 338 5.03% 
Chronic _- 1194 (63.88%) 
Acute 675 (36.12%) 
Total 2.20% 


Average age 50 years 


The exposure of the gallbladder, the cystic duct, 
and the cystic artery must provide the anatomical 
landmarks whose identification will protect the com- 
it mon duct. The cystic duct should be dissected free, 
; ’ so that a Kelly hemostat can be put between it and 


the cystic artery. Transfix the duct with a ligature 


placed far enough from the common duct to prevent 


Fig. 6.—Hemostat frequent injury to the common duct. 
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stricture of the duct. Never apply a hemostat to the 
cystic duct until the duct has been ligated; then 
apply it proximal to the ligature. If this procedure 
is carried out, a hemostat will never bite into the 
common duct during this part of the operation. 
Careful ligation of the cystic artery should be done 
independently and well away from the common duct. 
Bleeding from a cystic artery which has been poorly 
exposed, followed by hasty application of a hemo- 


bladders 


Fig. 8.—Dissection begun at the fundus. 


stat, is in our opinion the greatest cause of irreparable 
damage to the common duct. We must also realize 
that pathology will distort the normal anatomy, and 
that accessory ducts are frequently present to be 
dealt with. An accurate closure of the dissected 
surface will usually ligate all of them. 

If there is any question about the identification 
of the cystic duct or cystic artery, the dissection 
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should begin at the fundus of the gallbladder, so that 
both the cystic duct and artery can be plainly seen 
at the completion of the dissection. Our practice 
is always to attempt a clean dissection of the gall- 
bladder from the liver, with the idea of closing over 
the raw surface after complete hemostasis leaving as 
little raw surface as possible for adhesions. If pos- 
sible close the cavity without drainage. 

In our series no attempt is made to remove al! 
diseased gallbladders, if we feel that a cholecystec- 
tomy cannot safely be done. The safety of the patient 
is our chief concern. The removal of stones and drain- 
age of the gallbladder remains a good operation for 
many patients who must be evaluated as poor risks. 

Finally, in all gallbladder surgery we must re- 
member that damage to the common duct is usually 
permanent, crippling if not fatal, and that repairs 
are most unsatisfactory. As surgical teachers our 
attention should be directed specifically to this para- 
meunt problem in biliary surgery: how not to injure 
the ducts —nct how to repair them. 

If the following rules are meticulously taught and 
observed there will be no injuries to the commen or 
hepatic ducts: 

(1) Have a competent anesthetist. 

(2) Use an incision liberal enough to deal with 
abnormal as well as normal anatomy to be 
encountered. 

(3) Recognize abnormal as well as normal struc- 
tures. 

(4) Ligate cystic duct before applying hemostat. 

(5) Ligate cystic artery independently. 

(6) Do not try to complete the cholecystectomy on 
every patient. 

(7) Perform cholecystostomy or partial cholecy- 
stectomy on the more difficult cases. 

(8) If unable to identify cystic duct and cystic 
artery, always begin dissection at the fundus. 

(9) Remember that the safety of the patient is 
our first consideration. It is more important 
than a ccmplete cholecystectomy. 


DIG d pec 
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UNNECESSARY PAIN 


Miiton ENpbE, M.D., 


Petersburg, Virginia 


One of the principle functions of a physician is 
to relieve pain. Unfortunately, due to the training 
of nurses and doctors, this most important aspect of 
clinical medicine is frequently neglected. Only too 
often the suffering patient, especially after operation, 
is forced to wait another hour or so because the clock 
The 
main argument advanced against giving it is that 
the patient may become addicted to the drug. This 
fear is unjustified and frequently causes unnecessary 


says it is too soon for another hypodermic. 


harm in doctor-nurse-patient relationship. A pa- 
tient, forced because of an order which originated 
many years ago in medicine, that is morphine sulfate 
grain 1/6 every four hours p.r.n. for pain, finally 
complains to the family which in turn calls the phy- 
sician. This situation should not arise. Orders 
for pain should be written p.r.n., and an accompany- 
ing order should be that the nurse should ask the 
patient every two hours “do you have any pain?” 
This should be charted the same as temperature or 
pulse and the physician would be amazed how often 
the patient will reply in the affirmative. Pain in- 
tensity varies from moment to moment and it is 
impossible to give a patient adequate relief of pain 
unless the nurse is able to have sufficient latitude 
to give injections as the need arises. 

Another even more distressing evil is the giving 
of sterile hypodermics to patients. The doctor who 
orders such is in dire need of a consultation. It 
either means he does not know what is wrong with 
his patient or if he does he is not capable of coping 
with the situation. If the patient has pain, certainly 
he is entitled to relief; if the individual is a psycho- 
neurotic, this is not the proper method of handling 
the case. 


Nothing is more exasperating than to hear a nurse 
state that she gave Mr. So and So a sterile hypo- 
dermic and the patient went to sleep. It is quite 
possible for a patient to go to sleep while having 
organic pain. All organic pain is accompanied with 
some psychic stress in addition. Expecting some 
relief from an injection, the average individual will 
feel better even if the injection does not contain 
opiate. It is only the true addict who will imme- 


diately suspect that he has been given water and 


continue to complain. The nurse who gives a patient 
a sterile hypodermic is in great need of a reprimand. 
The fear of drug addiction fills far too great a 
Re- 


perted below are 3 (three) cases where patients tock 


place in the minds of most nurses and doctors. 
large quantities of Demerol. In each instance when 
need for the drug ceased the patient was taken cff 
the medication in 48 to 72 hours without any with- 
drawal symptoms and with the patient remaining cff 
the medication. 

Case 1: A 70 year old, white, female was admitted 
to the hospital suffering from fractured pelvis and 
both 
in the same accident. In 


fracture of knees. Her husband had been 


killed 


above, the patient had chronic cholecystitis. 


addition to the 
It re- 
quired a running battle with nurse and attending 
surgeon to give the patient adequate pain relief. 
The comment was, “Doctor, vou are going to make 
an addict out of her.” This was heard often and 
each day. This patient was given Demerol over a 
period of three menths. When she no longer had 
pain the drug was stopped. No withdrawal symp- 


toms resulted. The patient has now gone eight 


months and has not asked for further hy podermic. 


Case 2: A 25 year old, white, male, chiropodist, 
was operated upon for cholelithiasis and cholecystitis. 
During the operation it became necessary to open 
the common duct. Following operation, the patient 
had a very stormy ccurse. He began having severe 
episodes of abdominal pain. ‘These persisted after 
he left the hospital and he was permitted to give 
Numerous studies and consul- 
The 


family and attending surgeon were very much con- 


himself Demerol. 


tations failed to reveal a cause for his pain. 


cerned with the large quantity of drug required to 
relieve the patient’s discomfort. This frequently 
amounted to 30 cc. daily. It was felt by several 
consultants that the pain must be on a psychoneurotic 
basis. This brings up one of the rules in medicine 
that the physician should hesitate to break—that is, 
that one is seldom justified in assuming that pain is 
of an emotional nature when an organic cause is 
known to have existed. Suddenly the attack stopped 
and over a period of a few days the patient just as 
quickly stopped taking his injection on his own. 
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No withdrawal symptoms resulted. The patient is 
now working daily and has had no further narcotic 
over a period of three months. There has been no 
satisfactory explanation of the patient’s pain. 

Case 3: A 55 year old, white, female had frequent 
migraine headaches. These headaches had not been 
controlled by the usual and various medications. 
The patient, in addition, developed a bleeding ulcer. 
In an effort to alleviate the complication of migraine 
headache, she was started on Demerol. Subsequently 
the patient had a gastric resection with discontinua- 
tion of her ulcer symptoms. However, her headache 
persisted and she gradually began taking large quan- 
tities of Demerol until finally she reached 30 cc. 
daily. It was felt that the patient had probably 
become addicted to the drug and hospitalization was 
urged. The drug was discontinued entirely in 72 
hours and no withdrawal symptoms resulted. She 


Boric Acid in Talcs Can’t Hurt Babies. 

Two New York physicians said that dusting pow- 
ders containing small amounts of boric acid can be 
used safely for babies. Infant deaths from boric 
acid solutions have been caused only by “ignorant” 
or accidental misuse of strong preparations. Stand- 
ard baby powders ‘‘carefully tested and manufac- 
tured by ethical firms” usually contain no more than 
five per cent boric acid. This amount cannot hurt 
a haby, even if dusted on irritated skin, the physi- 
cians said in the July American Journal of Diseases 
of Children, published by the American Medical 
Association. In fact, boric acid counteracts the 
possibly irritating qualities of talc. Tests on 66 
infants at the New York Foundling Hospital showed 
boric acid in five per cent concentrations is “prac- 
tically unabsorbed through the intact skin of infants” 
even where there is a rash. 

The “considerable attention” given in recent years 
to the “‘dangers and hazards” of misusing boric acid 
was “rightly inspired by the regrettable reports of 
accidental deaths, especially in small infants,” Drs. 
Alfred J. Vignec and Rose Ellis said. However, it 
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has had no further Demerol. She has expressed no 
desire for any. It was felt that this patient would 
surely have addiction symptoms. 

There is no question that Demerol can become 
addicting'. However, it has to be given in tremen- 
dous dosage and for a longer period of time than is 
commonly supposed’. Its wide range permits the 
physician to be far more generous with his pain 
relief. If any questionable case, it is far better to 
give the patient temporary relief from Demerol 
rather than risk causing needless discomfort to a 
patient in genuine need. 


REFERENCES 
1. Himmelebach, R. C.: Arch. Internal Medicine, 71: 
345, March, 1943. 
2. Botheman, C. K.: Jour. Pharmacology and Experi- 
mental Therapy, 75: 64, May, 1942. 


Petersburg General Hospital 


is unfortunate that it has not been made clear that 
all deaths have been due to “accidental, ignorant 
and at times negligent handling” of solutions, oint- 
ments and powders containing high concentrations 
of boric acid. The greatest number of fatal cases 
have been from the accidental swallowing of boric 
acid by newborn infants. To abandon use of baby 
powders because of these reports is “absurd”. If 
we eliminated everything containing boron or its 
compounds, we would have to stop eating lamb, tish, 
crabs, lobsters, chicken, and eggs. 

The physicians said the practical lesson to be 
learned is that powdered boric acid should not be 
dispensed ‘“‘over the counter” to the public, and boric 
acid solutions should not be permitted where “any 
possibility of human error” in their administration 
may exist. 

“This does not mean that one should abandon the 
use of tales which contain small amounts of boric 
acid in nonabsorbable form, since there is no evi- 
dence whatsoever . . . that such products are dan- 


gerous”’. 


le 
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Report on Actions of the House of Delegates 
of the AMA in San Francisco 


June 21-25, 1954 


The highlight in this meeting was the inauguration 
of Dr. Walter B. Martin of Norfolk as President of 
the Association. Dr. Martin has done excellent and 
laborious work for the AMA for many years, par- 
ticularly during his term as President-Elect and fine 
leadership by him is assured during his term as 
President. Virginians should be very proud of his 
record and present high position. In his inaugural 
address, Dr. Martin urged physicians to keep down 
the high cost of hospitalization and to sponsor plans 
that would provide hospitalization in all economic 
levels. 

Dr. Elmer Hess of Erie, Pennsylvania, was elected 
President-Elect. 
in the Association for many years and has been 


Dr. Hess has been actively at work 


chairman on the important Council on Medical 
Service. 

Dr. J. Morrison Hutcheson of Richmond, Virginia, 
was elected to the Judicial Council. This body is 
the “Supreme Court’? of the AMA and has many 
important and difficult problems referred to it. 

The House had many resolutions referred for 
action. Some of these were deferred for final action 
to the December meeting. 

The general problem of Fee Splitting was dis- 
cussed and the House reaffirmed its previous posi- 
tion, 
doctors to render a joint bill was defeated, but it 


A specific resolution to permit two or more 


was agreed that such a bill could be rendered when 
required by certain Insurance Companies. Doctors, 
however, should render separate bills. 

The question of members becoming active on the 
faculties of Schools of Osteopaths was deferred to 
the December meeting in order that information may 
be obtained on their curricula by on-campus visits. 

The New York delegation advocated changes in 
the Principles of Medical Ethics designed to prevent 
members from participating in Closed Panel Plans 
when the plan is operated for profit by a corporation 
and uses unethical methods such as advertising and 
This 


was referred to the Judicial Council for investigation 


solicitation to obtain members for the Panel. 


and report not later than the next Annual Meeting. 
The House condemned the method of determining 


presumptive service connected disability by legisla- 
tion and reaffirmed the policy of discouraging treat- 
ment of non-service disabilities of veterans in VA 
Hospitals. 

The question of evaluation of foreign school grad- 
uates was returned to the Council on Medical Educa- 
tion and Hospitals for further study. 

The registration of hospitals was discontinued and 
the Joint Commission on the Accreditation of Hos- 
pitals was requested to undertake this function. 

There was some support for discontinuance of 
the December Clinical Meeting on the ground that 
it was primarily designed for the General Practi- 
tioner and was no longer needed since the organiza- 
tion of the General Pracitioners. It was voted to 
continue these meetings. This action was influenced 
by the fact that only four cities can accommedate the 
Annual Meeting and the Clinical Meeting can be 
taken care of in other places, thus bringing the AMA 
to more sections of the country. 

The House approved of an extension of military 
scholarships in the National Defense Program on a 
voluntary basis and with limitation of the number 
of scholarships in each school participating in the 
program. 

Dr. Edward J. McCormick of Toledo in his Presi- 
dential address advocated the adoption of average 
fee schedules on an area or regional basis. This 
was referred to the Board of Trustees for study. 

It was announced at the closing session that the 
California Medical Association has presented $100,- 
000 to the American Medical Education Foundation. 
It is hoped that this generous gift will stimulate 
increasing numbers and amounts of gifts from the 
medical profession to this worthy and important 
cause. 

The Association will hold its Annual Meeting in 
Atlantic City for 1955, in Chicago for 1956, in New 
York City for 1957, and in San Francisco for 1958. 
The meeting next year in Atlantic City will be held 
June 6-10. 

CARRINGTON WILLIAMS, M.D. 
Delegate 
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PUBLIC HEALTH 


Mack I. SHANHOLTz, M.D. 


State Health Commissioner of Virginia 


The Automotive Crash Injury Research Pro- 
gram 


In further effort to decrease injuries and deaths 
from «utomotive accidents on the highways of Vir- 
ginia, the State Department of Health has joined 
the State Highway Police in undertaking a research 
program in collaboration with Cornell University 
Medical College. The purpose of the study is to 
obtain authentic medical information concerning the 
specific causes of injuries to occupants of passenger 
automobiles involved in accidents. Accidents which 
occur in towns and municipalities are not included in 
the study. 


When the proposal to participate in this study was 
first presented to the State Health Department it 
seemed to be an excellent idea, but no action could 
be taken without the consent of The Medical Society 
of Virginia. Accordingly, a full outline of the plan 
was presented to the Executive Committee of the 
Council, and approval was obtained. 


The next step was to review the reports of accidents 
on highways of the state and to decide which areas 
would produce the most information. Several areas 
were listed for consideration and it was decided that 
Spotsylvania, Stafford and King George Counties 
would be used first in the study. This decision was 
reached not solely because of the number of acci- 
dents in the area but because of available cooperation 
to permit accurate study. 


A meeting of the local Medical Society was held 
at the Mary Washington Hospital in Fredericksburg 
to which were invited the Executive Secretary of The 
Medical Society of Virginia, a representative from 
the State Health Department, the Director of Health 
of the three counties and officers and troopers of 
the State Highway Police. Several members of the 
research team from Cornell University Medical Col- 
lege outlined the proposed study to the members of 
the Medical Society and guests. The society went 
on record as approving the program and the phy- 
sicians expressed their interest and willingness to 


participate. Following this meeting the research 
team explained the program to the administrator of 
the Mary Washington Hospital, to the groups serv- 
ing in the emergency room of that hospital, and to 
the rescue squad of Fredericksburg. The state 
troopers patrolling the highways of the area were 
briefed by the Cornell men and by their own officers. 
It was explained to all that the study in any area 
lasts for a period no shorter than four months and 
no longer than six months and that its success de- 
pends upon the complete cooperation of those who 
investigate the accidents and those who care for the 
injured. 

The State Highway Police are the first on the 
scene and they bring into the study any accident 
occurring in the selected counties in which a pas- 
senger automobile is involved and a person is injured. 
They make a report on the forms supplied by 
Cornell University Medical Center. These forms 
deal with the car, the people, estimated speeds, de- 
scription and sketch of the accident, type of collision, 
rollover and type of rollover, doors—whether opened 
or jammed shut during accident, whether occupants 
were thrown from car and if so, a description; how 
the windshield was involved and if passengers struck 
windshield; the same in regard to instrument panel, 
steering wheel, steering column and other parts of 
the car. Photographs taken at the scene of the 
accident also form a part of the report. 


The doctors or hospital in the area seeing the 
patient submit a medical report and fill in anatomical 
charts showing locations of injuries. They give 
descriptions of the injuries and opinions as to out- 
come or state the outcome if case is closed. These 
reports go to the local medical director of health 
and are sent by him to the Bureau of Communicable 
Disease Control of the State Health Department 
twice each month. Here they are reviewed and are 
then forwarded to the Central office of the State 
Highway Police. From there they go the Cornell 
University Medical College for statistical and other 
studies in the Crash Injury Research Center. 
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Similar data-collecting systems have been set up 
in several other states and the interstate program 
promises to yield, for the first time, a new type of 
information badly needed by engineers and safety 
groups. <All major automobile manufacturers are 
actively cooperating with this project. The informa- 
tion will be useful to military, insurance, public 
health and safety organizations as well. Changes 
in automotive designs are costly and if such changes 
are to be used to protect drivers and passengers 
during accidents, new information, based on statis- 
tical analysis of these accident-injury facts must be 
conclusively presented to permit manufacturers to 


make practical use of the data. 
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MONTHLY REPORT OF THE BUREAU OF 
COMMUNICABLE DISEASE CONTROL 


Jan.- Jan.- 

July July July July 

1954 1953 1954 1953 

Brucellosis 2 21 28 
Diphtheria _____ eos 1 2 26 53 
Hepatitis 188 210 2785. 1447 
Measles 1117 303 23169 4482 
Meningococcal Infections : 4 9 71 138 
Poliomyelitis 70 105 193 
Rocky Mt. Spotted Fever ___-_ 10 17 22 39 
Streptococcal Infections 223 349 3263 3797 

(Including Scarlet fever) 

Tularemia 3 24 18 
Typhoid Fever __- 2 9 30 28 
Rabies in Animals : : 29 36 254 299 


New Books 


The following are among the books recently re- 
ceived at the Tompkins-McCaw Library of the Med- 
ical College of Virginia. They are available to our 
readers under usual library rules. 


Ackerman and Del Regato—Cancer; diagnosis, treatment 
and prognosis, 2nd ed., 1954. 

Annual review of biochemistry, 1954. 

Autotrophic micro-organisms, 4th symposium of the so- 
ciety for general micro-biology, 1954. 

Birnbaum—Anatomy of the bronchovascular system; its 
application to surgery, 1954. 

Bourne and Kedder—Biochemistry and physiology of nu- 
trition, Vols. I and II, 1953-1954. 

Ciba Foundation—Peripheral circulation in man, 1954. 

Dublin—Fundamentals of neuropathology, 1954. 

Edwards, et al—An atlas of congenital anomalies of the 
heart and great vessels, 1954. 

Feinberg—The atom story, 1953. 

Fishberg—Hypertension and nephritis, 6th ed., 1954. 

Fleming—Guide to the literature of the medical sciences, 
1953. 

Flint—Emergency treatment and management, 1954. 

French’s Index of differential diagnosis, 7th ed., 1954. 

Galdston—Beyond the germ theory, 1954. 

Gertler and White—Coronary heart disease in young 
adults, 1954. 


Grollman—Acute renal failure, 1954. 

Hale—Anesthesiology, 1954. 

Hodgson—The deaf and their problems, 1953. 

Horder—Fifty years of medicine, 1954. 

Ingraham and Matson—Neuro-surgery of infancy and 
childhood, 1954. 

Johns—The physics of radiation therapy, 1953. 

Josiah Macy Foundation—Shock and circulatory homeo- 
stasis, 1954. 

Klendshoj—Fundamentals of 
medicine, 1953. 

Lenzen—Causality in natural science, Ist edition, 1954. 


biochemistry in clinical 


Lukens—Medical uses of cortisone, 1954. 

Proceedings of the second national cancer conference, 
Vols. I and II, 1954. 

Sebrell and Harris, editors—The vitamins, Vols. I and 
II, 1954. 

Simons—Medical mycology, 1954. 

Strauss—Reason and unreason in psychological medicine, 
1953. 

Symposium on operative surgery and recent advances in 
ophthalmology, 1953. 

Symposium of the 6th international congress of micro- 
biology, Vols. I-VI, 1953. 

Transactions of the American association of obstetricians 
and gynecologists and abdominal surgeons, 1954. 

Weil and Saphra—Salmonellae and shigellae, laboratory 
diagnosis, 1953. 

Wolff—Stress and disease, 1953. 
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MENTAL HEALTH 


Joseru E. Barrett, M.D., 
Commissioner, Department Mental Hygiene and Hospitals 


Comments Regarding the New Diagnostic 
Classification of Mental Disorders Adopted 
by the American Psychiatric Association 
in 1952” 

It is felt that physicians other than psychiatrists 
will be interested in recent developments in the clas- 
sification of psychiatric disorders in the last few 
years. In the period prior to World War II the 
classification of mental disease was suited for the 
needs and case loads of public mental hospitals. 
The classification followed largely that introduced 
by Kraepelin and used in the “Statistical Manual” 
for the use of hospitals for mental diseases. After 
official adoption in May, 1917 by the Committee on 
Statistics of the American Association (then the 
American Medical Psychological Association) certain 
revisions were made during the following years but 
in general the classification was largely unchanged. 

Psychiatrists on active duty in induction stations 
and in the Veterans Administration Hospitals in 
World War II found themselves dealing with men- 
tally ill patents and confined to a system of nomen- 
clature that was not suitable for about 90% of the 
patients handled. These included relatively minor 
personality disturbances, psychosomatic disorders, 
psychoneuroses, and psychological reactions to the 
stresses of combat. Following the adoption of new 
nomenclatures by the Army and Veterans Adminis- 
istration, the Committee of Nomenclature and Sta- 
tistics of the American Psychiatric Association, after 
determining the opinion of the American Psychiatric 
Association members in general, concluded that a 
change in official nomenclature was urgently needed. 
To this end, after considerable study, a revision was 
established and this has since been officially adopted. 
It was published in the Diagnostic and Statistical 
Manual in 1952 and is now in general use through- 
out mental hospitals and in psychiatric clinics. 

With this background it is felt that physicians in 
various medical fields will be interested in some out- 
standing changes and points of view represented in 
the new classification. 

There are acute brain syndromes as distinguished 
from chronic brain syndromes. The acute are the 


*Article prepared by Joseph R. Blalock, BED. Superia- 
tendent, Southwestern State Hospital, Marion, Virginia. 


organic brain syndromes from which the patient re- 
covers and are the result of temporary reversible 
diffuse impairment of brain function such as is 
present in acute alcoholic intoxication or “acute 
delirium”. The chronic organic brain syndromes 
result from relatively permanent, more or less irre- 
versible, diffuse impairment of cerebral tissue func- 
tion. Under this we find chronic brain syndrome 
associated with general paresis, meningovascular 
syphilis, intoxication, brain trauma, cerebral arterio- 
sclerosis, senile brain diseases, etc. 

In this particular group of chronic brain syn- 
dromes, qualifying phrases are used and cases are 
labeled as falling in one of four groups: with psy- 
chetic reaction, with neurotic reaction, with behav- 
ioral reaction, and without qualifying phrase. 

The functional psychoses of the former classifica- 
tion are in general included under “Disorders of 
Psychogenic Origin” or ‘Disorders without clearly 
defined physical cause or structural change in the 
brain.” These are designated as reaction rather than 
psychoses and we have the involutional psychosis, 
the affective reactions, consisting of the manic de- 
pressive reactions, manic type, depressed type, and 
other types and, in addition, there is a new grouping 
designated as psychotic depressive reaction. The 
schizophrenic reactions are continued with four tra- 
ditional types, simple, hebephrenic, catatonic and 
paranoid, and to these are now added five other 
groups, namely, acute undifferentiated type, chronic 
undifferentiated type, schizo-affective type, child- 
hood type and residual type. 

The classification considers what we have con- 
sidered as “psychosomatic disorders” under the more 
desirable heading ‘‘Psychophysiologic Autonomic and 
Visceral Disorders”. These disorders are given as 
a separate grouping between psychotic and psycho- 
neurotic reactions. They include the so-called ‘‘or- 
gan neuroses” and also cases formerly classified under 
a wide variety of diagnostic terms such as “anxiety 
state”, ‘‘cardiac neurosis”, “gastric neurosis’’, etc. 
The categories follow the various organs through 
which the symptoms are expressed; for example, 
psychophysiologic skin reaction, psychophysiologic 
musculo-skeletal reaction, psychophysiologic respira- 
tory reaction, etc. This particular category will merit 
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the interest of all those in general medicine and will 
become more clearly outlined with the accumulation 
of data. 

The psychoneurotic disorders is the next section. 
The symptom “anxiety” is the chief characteristic of 
these disorders and the placement in a particular 
group is based on the outstanding reaction. There 
ure some simplifications in the categories used in the 
former classification; for example, we have anxiety 
reaction, dissociative reaction; conversion reaction, 
phobic reaction, obsessive compulsive reaction, de- 
pressive reaction, and psychoneurotic reaction, other. 

A challenging section of the new classification is 
that of “personality disorders”. According to the 
statistical guide these disorders are characterized by 
developmental defects of pathological trends in the 
personality structure, with minimal subjective anx- 
iety, and little or no sense of stress. In most in- 
stances the disorder is manifested by a life long 
pattern of action or behavior, rather than by mental 
or emotional symptoms. ‘The personality disorders 
are divided into three main groups, personality pat- 
tern disturbance, personality trait disturbance, and 
sociopathic disturbance, with a special group entitled 
“special symptom reaction” to allow flexibility in 
The 
group embraces inadequate personality, schizoid 


diagnosis. personality pattern disturbance 


personality and cyclothymic personality. - The per- 
sonality trait disturbance group is divided into the 
emotionally unstable personality, the passive aggres- 
sive personality and the compulsive personality. The 
sociopathic personality disturbance includes the an- 
tisocial reaction, dyssocial reaction, sexual deviation, 
and addiction. It will be noted that this group in- 
cludes in general the old psychopathic personality 
group. The point is made that these individuals are 
ill primarily in terms of society and in terms of con- 
formity with prevailing customs. These sociopathic 
reactions, however, are very often symptomatic of 
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underlying personality disorders, neurosis or psy- 
chosis or occur as a result of organic brain disease 
or injury. 

A valuable grouping included in the classification 
is that of “transient situational personality disor- 
ders’. The various groups coming under this head- 
ing are helpful and are “transient situational per- 


sonality disturbance”, ‘“‘gross stress reaction’’, ‘‘adult 
situational reaction’, “adjustment reaction of in- 
fancy’’, “adjustment reaction of childhood”’, ‘‘adjust- 
ment reactions of adolescence” and “adjustment re- 
action of late life.” This particular diagnostic group 
has been of considerable value in our state hospitals. 

From the standpoint of value in the diagnosing 
of patients admitted to state hospitals, this general 
diagnostic classification represents a definite advance 
over that previously used. It seems to be the best 
workable type of classification that can be used at 
present but it is also felt that there will be certain 
modifications and changes as time goes on. It per- 
mits certain resources in realistically classifying our 
patients. For example, the concept of considering 
chronic brain syndromes from the standpoint of 
whether or not they are psychotic, neurotic, or be- 
havioral problems is very helpful. We see a number 
of patients with cerebral arteriosclerosis whose pic- 
ture is not psychotic but is behavioral or neurotic. 
The psychotic depressive reaction is a helpful addi- 
tion. The additional resources in classifying our 
schizophrenic reactions have frequently been called 
upon, particularly the schizo-affective type, and the 
chronic undifferentiated type. 

No comment is made upon the provision for mental 
deficiency and for convulsive disorders. 

In making these comments the author wishes to 
state that he made free use of the publication “‘Men- 
tal Disorders” and the “Diagnostic and Statistical 
Manual of the American Psychiatric Association, 
Mental Hospital Service”, published in 1952. 
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NOTES 
ON 
PULMONARY TUBERCULOSIS* 


Modern Therapy (II) 
Indications (A) 


There are two facts about every case of pulmonary 
tuberculosis that are of common and paramount con- 
cern to the patient, his physician, and to health 
authorities: (1) Does the patient need treatment for 
his own sake?; (2) Is he actually or potentially 
All other considerations are of sec- 
ondary importance, by comparison. 

If the answer is “Yes” to either question, the 
patient has active tuberculosis! Jt is as simple as 
that, according to a “working definition” of ‘“ac- 
tivity” in tuberculosis prepared several years ago by 
the Virginia State Health Department for the con- 
venience of Health Directors and their staffs, affil- 
iated with its Division of Local Health Services. 

The definition, ‘For practical purposes, activity 


communicable ? 


means tuberculous infection or disease of such 
type or extent as to constitute an immediate and 
detinite hazard to the health or life of the person 
affected—together with an actual or potential danger 
of infection to those with whom he comes in contact”. 

The existence of any kind of hazard implies con- 
sideration of measures to offset or overcome the seem- 
ing peril. In tuberculosis, degree of hazard must 
always be weighed against available treatment poten- 
tial, as applied to each individual case. There will 
be instances (as the “good chronic’, etc.) where the 
time and money involved in attempting to achieve 
con plete cure would be out of all proportion to the 
threat to the patient’s life and health which would re- 
main without such treatment, not to mention the 
latter’s probably futility in terms of prospective cure. 

Treatment, if any, taken by this class of patients, 
is usually directed at ‘‘control” of the disease rather 
These patients accept the residual haz- 
They learn to live with 


than cure. 
ard; they are incurable. 
tuberculosis as best they can. 

Fortunately, the vast majority of patients are 
clinically curable. For these, therefore, the presence 
of active disease invariably implies need for curative 
treatment and the patient should be eager and will- 
ing, both for his own sake and for that of others, 
to pay any price within reason that may be required 
by Nature, with or without appropriate adjuvants, 


*Prepared by the Virginia State Health Department. 


to render his disease inactive (and non-communi- 
cable). 

It naturally follows that as long as a person takes 
any treatment for tuberculosis he takes treatment 
for the active component of his disease, whether for 
cure or “control” and whether the disease for which 
treatment is indicated can be demonstrated objectively 
(clinical) or must merely be presumed to be present 
(sub-clinical). Fibrosis and calcification per se, 
as well as other residue, however labelled, but like- 
wise not regarded as constituting in and of them- 
selves a definite hazard to the patient’s health or life, 
obviously require no treatment. 

Treatment of tuberculosis (other than by drugs, 
surgery, etc.) may properly be defined as “any de- 
viation in a person’s normal life pattern, undertaken 
expressly for the purpose of supplementing the rest 
he gets normally, to effect control of an active tu- 
berculous lesion, or for the purpose of converting 
an active case of tuberculosis into one which is 
inactive’. 

Someone has said, “All that is not rest is exercise’’. 
The reverse also holds true! Accordingly, since basic 
treatment for tuberculosis consists of systemic rest, 
however, whenever, and wherever taken, quantitative 
appraisal of a treatment schedule must be made upon 
a broad basis of how much fotal rest the patient 
tchieves during every twenty-four hour period, as 
long as any portion of the rest obtained, has been 
prescribed or is being taken for the specific purpose 
of overcoming or controlling active disease. Only 
when a point is reached where no rest is taken for 
the specific purpose of overcoming or controlling 
active tuberculosis, can the very considerable varia- 
tions in residual rest normally obtained by different 
peeple, be discounted as wholly without therapeutic 
connotation. 

‘ce & 

Findings generally agreed upon by the medical 
profession to indicate an immediate definite hazard 
(in contrast, for example, to a mere positive tuber- 
culin reaction in an apparently healthy individual) 
to the health or life of the person who has pulmonary 
tuberculosis are: 


é 
| 


q 
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1. Sputum (or gastric lavage) positive for Tu- 
bercle Bacilli. 

2. A series of x-rays in the known tuberculous 
subject, showing an “unstable” lesion e., 
comparison of serial films reveals evidence of 
spread, or of clearing of x-ray shadows attri- 
buted to the disease; or, the presence of x-ray 
shadows in a single film, that are typical of ac- 
tive pulmonary tuberculosis, by reason of their 
intrinsic appearance, in a known case or sus- 
pect, with necessary supporting evidence. 

3. Symptoms characteristic of tuberculosis inter- 
preted by the attending physician to be due to 
tuberculosis in the particular case under con- 
sideration. 

4. Physical signs (rales). These sometimes pre- 

cede, often accompany x-ray evidence of active 

disease; rarely they may persist for a time 

after the x-ray shadows with which they were 

associated, have disappeared. Like x-ray and 
symptoms, signs always require interpretation 
in the light of the total clinical picture. 

The presence of anv of these, when ascribed to 
tuberculosis, would constitute tangible evidence of 
clinically active disease. In the opinion of the State 
Health Department, an entity of “sub-clinical” ac- 
tivity should be added, using a fifth criterion. 

5. A history of having had a positive sputum, or 
ther characteristic x-ray, physical, or symp- 
tomatic evidence of active disease (as enumer- 
ated above) comparatively recently (in the 
known tuberculous subject.) From such a rec- 
ord one can with good reason postulate or 

“sub- 


“presume” the persistence of residual 


clinical” or ‘“sub-visible” activity for a va- 
riable period of time after all tangible evidence 
of active disease has disappeared, and for 
which formal treatment should be expressly 
prescribed, the same as for clinically active 
disease. 


The presence of a ‘“‘sub-clinical” residual active 


lesion can be surmised or deduced from: 

1. The costly experience of those who in the past 
have ignored its existence and, in doing so, 
failed to give its presence due consideration in 
their treatment schedule, (only to suffer need- 
less ‘‘relapse’’), and by 

2. Direct observation: 

(a) In surgery (lobectomy) i.e, palpation of 
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tubercles in the supposedly uninvolved 
lobes, in areas which were clear on x-ray 
immediately preceding operation. 
(b) At autopsy: discovery of tuberculous le- 
sions in areas of the lung which had been 
clear upen x-ray shortly before death. 
(c) On stereoscopic x-ray: light infiltrations 
sometimes cast a shadow in one plane 
and not, or to a much lesser degree, in 
ancther. The optimum plane cannot be 
anticipated by the roentgenologist; accord- 
ingly he may miss a small residual lesion 
entirely, on the single conventional film. 
3. Well known obscuring effects on active lesions 
by denser overlying scar tissue or “fibrosis”. 
4. From what is known about the pathology of 
tuberculcus processes generally, retrogressive 
as well as progressive lesions naturally must 
be expected to pass through a microscopic, 
roentgenologically non-discernible stage (in 
course of healing) 


* * * 


It is sometimes difficult to establish, and often 
impossible for the physician and the Health Depart- 
ment to keep close tab on the sputum status of a 
patient. Too often the patient does not cooperate 
in providing satisfactory specimens at appropriate 
intervals; many patients have no sputum from the 
beginning or later cease to have sputum, or the latter 
may be alternately positive and negative in a most 
disconcerting way were one to attach too much sig- 
nificance to the bacillary content, as an indicator of 
activity. 

For these reasons Public Health Workers in Local 
Health Departments, affiliated with the Virginia 
State Health Department, are taught, as noted above, 
to regard as active any case for whom the doctor 
prescribes treatment (systemic rest; drugs, etc.) re- 
gardless of the term (‘‘quiescent’’, ‘‘arrested’’, ‘‘ac- 
tive’, “inactive”, ‘apparently healed” etc.) used. by 
the physician technically to describe the patient’s 
activity status. This applies, even though such 
sputum examinations, as have been made, (and or 
gastric washings) are usually or currently negative 
for Tubercle Bacilli. 

Conversely, when the physician does not prescribe 
formal treatment, it is taken for granted that he does 
not consider the patient’s tuberculosis to constitute 
a definite hazard to the latter’s health or life, with- 
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out treatment; the Public Health Worker classifies 
these patients, therefore, as “apparently inactive”; 
the latter take no treatment—they are not considered 
communicable in a public health sense. 

Rare exceptions would be where a patient with 
incurable tuberculosis, with or without a continuously 
positive sputum, was regarded by the physician to 
be in need of no formal treatment even to control 
his disease. 

Where the physician expresses doubt with refer- 
ence to activity status as indicated by frequently 
encountered terms such as “Questionably active’’; 
‘Doubtful activity’; “probably inactive’; the Pub- 
lic Health Worker can promptly assign each to its 
proper category in the register i.e., “Active” or “Ap- 
parently Inactive”, on the basis as to whether or 
not treatment concurrently is prescribed. For ex- 
ample: “Questionably active” with treatment = AC- 
TIVE: “(Questionably active” without treatment = 
APPARENTLY INACTIVE. 

Specialists in tuberculosis are virtually in univer- 
sal agreement that the babble of words now used to 
describe activity status, is most confusing to every 
one. They are not in agreement as to what to 
do about it. In the meantime, the Virginia State 
Health Department has developed the simple formula 
described, by 
normally encountered by the Public Health Worker 
(and others) can be reduced to three, i.e., ACTIVE, 
APPARENTLY INACTIVE, and INACTIVE. 


In actual practice this classification has proven to 


which the score or more of terms 
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be not only absurdly easy to apply, but extremely 
useful to those responsible for organizing comprehen- 
sive programing of Public Health Nursing services. 
Based as it is on the ancient truism “actions speak 
louder than words” it is also scientifically unassail- 
able. 

It is perfectly obvious, of course, that every phy- 
sician is obliged either to prescribe treatment or not 
to prescribe treatment for every tuberculous patient 
under his care, thereby automatically determining his 
patient’s activity status (according to the health 
department formula) both for the health department 
Public health 
workers in local health departments, associated with 
the State Health Department, no longer are be- 
wildered by the prevailing bedlam with respect to 
“activity status” of tuberculous patients. 


and for himself—should he so desire. 


The gen- 
era] practitioner need not be! 

It should be understood however that the activity 
status of every new case of pulmonary tuberculosis, 
as diagnosed and reported, is also recorded in the 
health department, in the doctor's own words; this 
applies as well to the activity status described by him 
following each evaluation of a known case. All 
transcripts of records furnished to physicians by 
health departments describe the patient’s activity 
status exclusively in the terms used by the patient's 
attending physician. In this way application of the 
health department formula by its own staff does 
not interfere in any way with a physician’s inherent 
right to use any system of classification he desires. 


Old “Home Remedy”. 


Drinking alfalfa seed tea not only won't cure 
arthritis but may give the drinker skin trouble and 
the doctor a headache. 


A Roanoke physician said the skin trouble is hard 
to diagnose unless the doctor knows his patient has 
been drinking the tea. The trouble is, most patients 
apparently don’t like to admit they’ve been relying 
on the old home remedy. 

Dr. William H. Kaufman reported on two such 


cases in the July 17th Journal of the American 
Medical Association. He said he knows of no pre- 


vious reports of skin trouble from alfalfa seed. 
“The practice of taking alfalfa seed for the pur- 


pose of relieving arthritis, diabetes, and related dis- 
orders is apparently widespread, and there is a 
strong likelihood that further cases will appear.” 

He said two patients suffered skin eruptions as 
a result of the remedy and that four other possible 
cases have been found. One of his two patients, 
an elderly woman, said she had concealed the fact 
that she drank the tea because she was “ashamed to 
admit it.” The other admitted “with great reluc- 
tance” that she used the tea. 

The Council] on Pharmacy and Chemistry of 
the A.M.A. has received numerous questions about 
the value of alfalfa preparations in treating arthritis 
and diabetes. The council reports there is no evi- 
dence that alfalfa seed in any form will help. 
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Northampton-Accomac. 

This Society and the Auxiliary were guests of Dr. 
and Mrs. John R. Hamilton at their home in Nas- 
sawadox on July 15th. There were about 65 mem- 
Walter B. Martin, 
Norfolk, President of the American Medical Asso- 
ciation was guest speaker, his subject being The 
Eisenhower Health Program. 


bers and guests present. Dr. 


Dr. J. Mortimer Lynch, who is retiring from active 
practice on the Eastern Shore, was honored by the 
Society and given permanent and honorary member- 
ship. 

A buffet supper followed the meeting. 

CATHERINE R. TROWER (Mrs. Holland) 
Chairman, Press and Publicity 


Alexandria. 

The Alexandria Medical Auxiliary recently com- 
pleted the year’s work and heard reports of the 
various chairmen. The following officers were 
elected: president, Mrs. Christopher Murphy, Jr., 
vice-president and president-elect, Mrs. William 
Weaver; treasurer, Mrs. John Zearfoss; correspond- 
ing secretary, Mrs. Lewis Mangus; recording secre- 
tary, Mrs. Frank Carrol; and parliamentarian, Mrs. 
Eugene Grether. 

The year has been a very successful one under the 
excellent leadership of Mrs. Eugene Grether. Social 


Mrs. WILLIAM C. Barr, Richmond 
Mrs. Wo. S. GriZZArRD, Petersburg 


functions included picnics, luncheons, buffet supper 
and a dinner dance. The members worked faithfully 
on ““The Shoe Center’, a project aiding the indigent. 
They also aided the medical society on Clinic Day 
An active 
part was taken in nurses recruiting and a full schol- 


and during other meetings of the vear. 


arship was again financed by the auxiliary. 


Petersburg. 

On August 12th, fourteen student nurses from the 
Petersburg General Hospital were entertained by this 
Auxiliary. The 
arranged for the girls to spend the day as their guests 
That 
night they were entertained at dinner by the Aux- 
iliary. 


Nurses Entertainment committee 


at the Cavalier Beach Club, Virginia Beach. 


They were accompanied by Miss Doris Mc- 
Craw, Director of Nursing Education, and Mrs. 
William §S. Grizzard, co-chairman of the Nurses 


Entertainment committee. 


Personals. 
Richmond—Mrrs. president- 
elect of the State Auxiliary, and Dr. Emlaw have 


Maynard Emlaw, 
been traveling in Europe this summer and had a 
wonderful trip. 

Petersburg—Congratulations to Dr. and Mrs. Wal- 
ter Brennan on the birth of a son. 

Congratulations also to Dr. and Mrs. Mark Holt 
on the birth of their boy. 


500,000 Mark Topped by Orders for New AMA Health Series Pamphlets 

A color-bright series of pocket size pamphlets newly published by the AMA public 
relations department is raising enthusiastic response from state and county medical 
societies. To date, more than 500,000 pamphlets have been mailed in answer to orders 


by state societies through which the series will be distributed to county organizations 


and physician members. 


The four pamphlets (“Why Wait?,” “Quack,” “Health 


Today,” and “On Guard”) briefly discuss the selection of a family doctor, the dangers 


of cults and quacks, the progress of modern medicai research and the AMA program 


cf drug evaluation. 


President’s 
Message 


To the Members of The Medical Society of 

Virginia 

All members are urged to give serious consideration 
to the Annual Meeting in Washington, D. C., No- 
vember 1-3. As you undoubtedly know, this meeting 
will be held jointly with the Medical Society of the 
District of Columbia, with headquarters, exhibits 
and meeting rooms in the unequalled facilities of the 
Shoreham Hotel. 

A preview of the program demonstrates that this 
meeting will be outstanding as to the quality of the 
papers, symposia, panel discussions and_ exhibits. 
The majority of the presentations are by invitation, 
and the Program Committee has done an excellent 
From the 
descriptions in the applications, the Scientific Ex- 


job in their selection of eminent speakers. 
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hibits will be very worth-while. Due to the large 
amount of public space in the Shoreham, the usual 
congestion around the exhibits will be minimal and 
a better opportunity will be afforded to study both 
the scientific and technical presentations. 

I understand that the Shoreham is practically 
booked to capacity, but the Sheraton-Park, just one 
This has 
recently been remodeled and is one of Washington's 


block away, still has accommodations. 


superior hotels. Members who have not already 
done so are urged to secure reservations at once. 
Looking forward to seeing a great many of vou 
g gag y of 3 


on this memorable occasion, I am 


Sincerely, 


a 
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First Interstate Scientific Assembly 
Scientific Program 


ALL SESSIONS AT THE SHOREHAM HOTEL 


MONDAY, NOVEMBER 1—Morning Sessions 


XUM 


TERRACE BANQUET ROOM 


Preston A. McLenpon, M.D., Presiding 
President, The Medical Society of the 
District of Columbia 


ADDRESSES OF WELCOME 


9:30-11:00 SYMPOSIUM ON JUVENILE 
DELINQUENCY 
Appison M. Duva., M.D., Moderator 
Assistant Superintendent, St. Elizabeths 
Hospital, Clinical Professor of Psychia- 
try, George Washington University 
School of Medicine, Washington, D. C. 
BIRTH THROUGH FIVE YEARS 
Leo Kanner, M.D. 
Associate Professor of Psychiatry and 
and Pediatrics, Johns Hopkins Univer- 
sity School of Medicine, Baltimore, Md. 


9 :00- 9:30 


9 :30- 9:50 


9:50-10:10 FIVE YEARS TO ADOLESCENCE 
FRANK J. Curran, M.D. 
Director, Children’s Service Center of 
Charlottesville and Albemarle County, 
Inc., Charlottesville, Va. 
1010-10 :30 ADOLESCENCE 
Fritz Ph.D. 
Chief, Child Research, Children’s Serv- 
ice, National Institute of Mental Health, 
The Clinical Center, Bethesda, Md. 
10 :30-10:50 DISCUSSION PERIOD 


WEST BALLRSOM 


Vincent W. Arcuer, M.D., Presiding 
President, The Medical Society of Vir- 
ginia 
9:00- 9:30 ADDRESSES OF WELCOME 
9:30-12:00 A CRITICAL APPRAISAL OF CER- 
TAIN CURRENT MEDICAL THERA- 
PIES 


9:30- 9:50 VITAMINS, HEMATINICS AND 
TRANSFUSIONS 
M. Caravati, M.D. 
Associate Professor of Clinical Medi- 
cine, Medical College of Virginia, Rich- 
mond, Va. 
USES AND ABUSES OF HORMONE 
THERAPY 
WitiiaM Parson, M.D. 
Professor and Head of Department of 
Internal Medicine, University of Vir- 
ginia School of Medicine, Charlottes- 
ville, Va. 


9 :50-10 :10 


ANTIBIOTIC THERAPY 
Count DILton Gipson, Jr., M.D. 


10-10-10 


Assistant Professor of Medicine, Med- 
ical College of Virginia, Richmond, Va. 


10 :30-11:00 INTERMISSION TO VISIT EXHIBITS 


Capitol At Night 
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10 :50-11 :20 
11 :20-11 :40 
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INTERMISSION TO VISIT EXHIBITS 


PEDIATRIC ALLERGY 


Susan Coons Dees, M.D. 
Associate Professor of Pediatrics and 


Allergy, Duke University School of 
Medicine, Durham, N. C. 


11 :40-12:00 THE HANDICAPPED CHILD 


12 :00- 2:00 


G. G. Deaver, M.D. 
Professor of Physical Medicine and 
Rehabilitation, New York University 
College of Medicine; Medical Director 
of Children’s Service, Institute of Phys- 
ical Medicine and Rehabilitation, New 
York, N. Y. 


RECESS FOR LUNCHEON 


11 :00-11 :20 


11 :20-11 :40 


11 :40-12 :00 
12 :00- 2:00 
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LENTE 


INSULIN 
MENT OF DIABETES 


IN THE TREAT- 
ALEXANDER Mars_e, M.D. 
Clinical Associate in Medicine, Harvard 
Medical School ; Physician, Joslin Clinic 
and New England Deaconess Hospital, 
Boston, Mass. 


RADIOISOTOPES IN HEART DIS- 
EASE AND CANCER 
B. J. Durry, Jr., M.D. 
Instructor in Medicine and Director of 
the Isotope Laboratory, Georgetown 
University School of Medicine, Wash- 
ington, D. C. 
DISCUSSION PERIOD 


RECESS FOR LUNCHEON 


MONDAY, NOVEMBER 1—Afternoon Sessions 


TERRACE BANQUET ROOM 


2:00- 2:20 


2:20- 2:40 


2:40- 3:00 


3:00- 3:30 


3:30- 4:30 


Davin S. Garner, M.D., Presiding 
First Vice President, The Medical So- 
ciety of Virginia 


CURRENT MEDICAL LEGISLATION 
FRANK E. Wixson, M.D. 


Director, Washington Office, American 
Medical Association, Washington, D. C. 


UNION WELFARE FUNDS AND THE 
DOCTORS 
A. Sawyer, M.D. 
Chairman, A.M.A. Committee on Med- 
ical Care for Industrial Workers, Med- 
ical Consultant to the International As- 


sociation of Machinists, Rochester, N.Y 
QUESTION AND ANSWER PERIOD 
INTERMISSION TO VISIT EXHIBITS 


PANEL DISCUSSION ON MEDICAL 


EXPENSE PLANS 
Donatp Stusss, M.D., Moderator 


President, Medical Service of the Dis- 
trict of Columbia, Washington, D. C. 


2 :00- 4:30 


2:00- 2:15 


2:30- 2:45 


2:45- 3:00 


3:00- 3:30 


A CRITICAL APPRAISAL 


WEST BALLROOM 


R. Wiiner, M.D., Presiding 
First Vice President, The Medical So- 
ciety of the District of Columbia 
OF CER- 
TAIN CURRENT SURGICAL THER- 
APIES 
TONSILLECTOMIES 
Victor R. ALraro, M.D. 
Professor of Otolaryngology, George- 
town University School of Medicine, 
Washington, D. C. 
BREAST CYSTS 
Ernest A. Goutp, M.D. 
Instructor in Surgery, George Washing- 
ton University School of Medicine; At- 
tending Surgeon, Garfield Memorial 
Hospital, Washington, D. C. 
EXTRACTION OF TEETH 
Dantet F. Lyncn, D.D.S., Washington, 
€. 
President, 
tion. 
STERILIZATION 
Joun E. Savace, M.D. 
Assistant Professor of Obstetrics, Uni- 
versity of Maryland School of Medi- 
cine, Baltimore, Md. 
INTERMISSION TO VISIT EXHIBITS 


American Dental Associa- 


. 
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Frank E. SMITH 


Director, Blue Shield Medical 
Plans, Chicago, IIl. 


Care 


W. H. Horton 


Director and 
Service, 


Director of 
New Haven, 


Executive 
Medical Inc., 


Conn. 
JAMES ANDREWS, JR. 
Director of Health Insurance, Life In- 


surance Association of America, New 


York, N. Y. 


QUESTION AND ANSWER PERIOD 
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THE INDICATIONS FOR ADRENAL- 
ECTOMY 
H. A. Zintet, M.D. 
Associate Professor of Surgery, Univer- 
sity of Pennsylvania School of Medicine 
and Graduate School of Medicine, Phil- 
adelphia, Penna. 
TABLE DISCUSSION 
ABOVE SUBJECTS 
Joun Wyatt Davis, M.D. 
Lynchburg, Va. 
Carson Lee Firer, M.D. 
Chief of Surgery, Alexandria Hospital 
and Circle Terrace Hospital, Alexan- 
dria, Va. 


:30- 3:50 


w 


ON 


TUESDAY, NOVEMBER 2—Morning Sessions 


TERRACE BANQUET ROOM 


A. Tyree Fincu, M.D., Presiding 
Third Vice President, The Medical So- 
ciety of Virginia 
GERIATRIC GYNECOLOGY 
NEWLIN F. Paxson, M.D. 
Professor and Head, Division of Wom- 


en, Hahnemann Medical College and 
Hospital, Philadelphia, Pa. 


9 :00- 9:10 


9:10- 9:20 BACKACHE AND DYSMENORRHEA 
Rosert N. Creapick, M.D. 

Associate Professor of Obstetrics and 

Gynecology, Duke University School of 
Medicine, Durham, N. C. 

9:20-10:00 PANEL DISCUSSION ON ABOVE 


SUBJECTS 

W.R. Payne, M.D. 
Chief Attending Obstetrician and Gyne- 
cologist, Riverside and East Buxton 
Hospital, Newport News, Va. 

Rosert H. Barter, M.D. 
Associate Professor of Obstetrics and 
Gynecology, George Washington Uni- 
versity School of Medicine, Washing- 
ton, D. C. 


10:00-10:30 INTERMISSION TO VISIT EXHIBITS 


INDUCTION OF LABOR 


C. Hampton Mauzy, M.D. 
Associate Professor of Obstetrics and 
Gynecology, Bowman Gray School of 
Medicine of Wake Forest College, Win- 
ston Salem, N. C. 


10 :30-10 :40 


WEST BALLROOM 


Marcaret M, Nicuotson, M.D., Presiding 


The Medical 


Society of the District of Columbia 


Second Vice President, 


9:00- 9:20 THE PRESENT STATUS OF ANTI- 
HYPERTENSIVE DRUGS 
Epwarp D. Frets, M.D. 
Assistant Chief of Medicine, Mount 


Alto, Veterans Administration (Mount 
Alto Hospital) Washington, D. C. 


THE PRESENT MANAGEMENT OF 
ARTHRITIS 


9 :20- 9:40 


RaGan, M.D. 
Associate Professor of Medicine, Col- 


lege of Physicians and Surgeons, Co- 
lumbia University, New York, N. Y. 


THE USE OF THE NEWER ANTIBIO- 


9 :40-10 :00 


Monroe J. RomAnsky, M.D. 
Associate Professor of Medicine, George 
Washington University School of Med- 
icine; Chief, George Washington Uni- 
versity Division, District of Columbia 


General Hospital, Washington, D. C. 
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10 :40-10:50 THE RELATIONSHIP OF ESSEN- 
TIAL HYPERTENSION TO PREG- 
NANCY 


Rosert LANDESMAN, M.D. 
Department of Obstetrics and Gyne- 
cology, New York Lying-In Hospital, 
New York, N. Y. 


10:50-11:30 PANEL DiSCUSSION ON ABOVE 
SUBJECTS 


W.N. Tuornton, Jr., M.D. 
Professor of Obstetrics and Gynecology, 
University of Virginia School of Med- 
icine, Charlottesville, Va. 


FRANK A. FINNERTY, Jr., M.D. 
Chief Cardiovascular Research, George- 
town Division, District of Columbia 
General Hospital, Washington, D. C. 


11 :30-12:00 PRESENTATION OF AWARDS 


The Medical Society of the District of 
Columbia 
Certificate of Meritorious Service 
John Benjamin Nichols Award 
Scientific Exhibit Awards 


The Medical Society of Virginia 
50-Year Club Awards 


Installation of Carrington Williams, Sr., 
M.D. as President of The Medical Society 
of Virginia 


12:00- 2:00 RECESS FOR LUNCHEON 


VoLUME 81, 


10 :00-10:30 INTERMISSION TO VISIT EXHIBITS 


10 :30-10:50 THE SIGNIFICANCE OF NODULAR 


GOITER 
Joun C. McCiintock, M.D. 


Assistant Professor of Surgery, Albany 


Medical College, Albany, N. Y. 


Home of The Medical Society of Virginia 


10:50-11:10 THE MEDICAL TREATMENT OF 


THYROID DISEASES 
E. C. Bartets, M.D. 


Internist, Lahey Clinic, Boston, Mass. 


11 :10-11:30 DISCUSSION PERIOD 


11:30-12:00 PRESENTATION OF AWARDS 
TERRACE BANQUET ROOM 
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TUESDAY, NOVEMBER 2—Afternoon Sessions 


TERRACE BANQUET ROOM 


2:00- 2:30 THE DAVIDSON LECTURE — THE 
PHYSIOLOGY OF ARTERIOVENOUS 
FISTULAS 

GerorcE E. ScCHREINER, M.D. 
Director of the Renal Service, George- 


town, University School of Medicine, 
Washington, D. C. 


Established May 1, 1929 as an enduring 
expression of the gratitude of The Med- 
ical Society of the District of Columbia 
to Epwarp Younc Davinson, M.D. who, 
when President of the Society in 1916, 
conceived and led to completion the erec- 
tion of its building at 1718 M Street, 
N.W., Washington, D. C. 


Frank E. Tappan, M.D., Presiding 
Second Vice President, The Medical 
Society of Virginia 

A CRITICAL EVALUATION OF CLIN- 
ICAL LABORATORY TESTS 
L. A. Rapes, M.D. 


Attending Physician, Garfield Memorial 
Hospital, Washington, D. C. 


2:30- 2:50 


CYTOLOGY AS A PRACTICAL DIAG- 
NOSTIC AID 


Grace H. Guin, M.D. 
Associate Pathologist, Children’s and 
Garfield Memorial Hospital, Washing- 
ton, D. C. 


2:50- 3:10 


INDICATIONS FOR AND INTERPRE- 
TATIONS OF BIOPSIES 


3:10- 3:30 


ARTHUR Purpy Stout, M.D. 
Professor of Surgery Emeritus, College 
of Physicians and Surgeons Columbia 
University, New York, N. Y. 


CLINICAL PATHOLOGICAL CON- 


FERENCE 


3:30- 4:30 


Tuomas M. Peery, M.D., Moderator 


Professor of Pathology, George Wash- 
ington University School of Medicine, 
Washington, D. C. 


GrorGce T. M.D. 
Dean, College of Medicine, University 
of Florida, Gainesville, Fla. 


WEST BALLROOM 


James W. Love, M.D., Presiding 
Co-Chairman, Committee on Arrange- 
ments, First Interstate Scientific As- 
sembly, Alexandria, Va. 


2:30- 2:50 THE TREATMENT OF 
TRACT INFECTIONS 


A. W. UHL-e, M.D. 


URINARY 


Professor of Urology, University of 
Pennsylvania School of Medicine, Phil- 


adelphia, Pa. 


2:50- 3:10 THE TREATMENT OF ENLARGED 


PROSTATES 

SAMUEL A. Vest, M.D. 
University of 
Char- 


Professor of Urology, 
Virginia. School of Medicine, 


lottesville, Va. 


3:10- 3:30 THE SIGNIFICANCE OF 
HEMATURIA 
Austin I. Dopson, M.D. 


Professor of Urology, Medical College 


of Virginia, Richmond, Va. 


District of Columbia Medical Society Building 
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WEDNESDAY, NOVEMBER 3—Morning Session 


TERRACE BANQUET ROOM me 


9:20 


9:40 


Racpu M. Cau tk, M.D., Presiding 


Chairman, Committee on Arrangements, 
First Interstate Scientific Assembly, 
Washington, D. C. 


CANCER DETECTION: THEORETI- 
CAL AND PRACTICAL DIVIDENDS 
CuHar tes Cameron, M.D. 


Medical and Scientific Director and 
Vice President, American Cancer So- 
ciety, Inc., New York, N. Y. 


CANCER DETECTION 
GENERAL PRACTICE 


D. J. Mitter, Jr., M.D. 
Morgantown, Ky. 


IN RURAL 


9:40-10:00 THE INDICATIONS FOR THE USE 


10 :00-10 :20 


10 :20-11 :10 
11 :10-11 :30 
11 :30-12 :00 


12:00- 2:00 


OF SUPERVOLTAGE IRRADIATION 
RavpuH Pui M.D. 
Associate Radiotherapist Memorial 
Center for Cancer and Allied Diseases, 
New York, N .Y. 
CANCER CHEMOTHERAPY 
J. Bateman, M.D. 
Associate Oncologist, Garfield Memo- 
rial Hospital, George Washington Uni- 
versity Cancer Clinic, Washington, D.C. 
DISCUSSION PERIOD 
INTERMISSION TO VISIT EXHIBITS 
THE COUNTY SOCIETY, ITS RE- 
SPONSIBILITIES AND DUTIES 
Wa ter B. Martin, M.D., Norfolk, Va. 
President, American Medical Associa- 
tion 
RECESS FOR LUNCHEON 


WEDNESDAY, NOVEMBER 3—Afternoon Session 


TERRACE BANQUET ROOM 


2:20 


3:00 


T. Winsuip, M.D., Presiding 


Chairman, Program Committee, First 
Interstate Scientific Assembly, Wash- 
ington, D. C. 


PREVENTIVE MEDICINE 
Hueu H. Hussey, M.D. 


Professor and Head of the Department 
of Preventive Medicine and Public 
Health, Georgetown University School 
of Medicine, Washington, D. C. 


THE SURGEON’S ROLE IN THE 
PUBLIC HEALTH PROGRAM 
Owen H. WANGENSTEEN, M.D. 


Professor of Surgery, University of 
Minnesota Medical School, Minneapolis, 
Minn. 


PREVENTIVE GYNECOLOGY 


D. AntHuony D’Esopo, M.D. 


Professor of Clinical Obstetrics and 
Gynecology, College of Physicians and 
Surgeons Columbia University, New 
York, N. Y. 


INTERMISSION TO VISIT EXHIBITS 


3:30- 4:30 


PANEL DISCUSSION: WHAT TO 
TELL THE CANCER PATIENT 


C. T. Kiopp, M.D., Moderator 
Clinical Professor of Surgery, George 
Washington University School of Med- 
icine, Washington, D. C. 

Avec Horwitz, M.D. 
Associate Professor of Surgery, George 
Washington University School of Med- 
icine, Washington, D. C. 

THE REVEREND EpMunp J. Lex, D.D. 
Shepherdstown, West Virginia 

THE Very REVEREND 

Francis B. Sayre, Jr. 
Dean of Washington Cathedral, 
Washington, D. C. 

ARTHUR M. SUTHERLAND, M.D. 
Chief, Department of Rehabilitation and 
Psychiatry, Memorial Center for Can- 
cer and Allied Diseases, New York, 

Owen H. WANGENSTEEN, M.D. 
Professor of Surgery, University of 
Minnesota Medical School, Minneapolis, 
Minn. 


H. Mason We cu, LL.B., M.P.L. 
Malpractice Defense Trial Counsel, 
Washington, D. C. 


; 
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The Scientific Exhibit 


SHOREHAM HOTEL 
WEST LOBBY 


Space 1 
TREPONEMAL IMMOBILIZATION STUDIES 
Comdr. V. E. Martens, (MC) USN and Lt. (j.g.) 
R. K. Ledbetter, (NSC) USN, Naval Medical School, 
National Medical Center, Bethesda, Md. 


Space 2 
THE INTERNAL ARCHITECTURE OF THE FE- 
MUR FROM THE CLINICAL STANDPOINT 
William J. Tobin, M.D. and Marvin M. Gibson, M.D., 
Georgetown University School of Medicine, Smith- 
sonian Institution, and Armed Forces Institute of 
Pathology, Washington, D. C. 


Space 3 
EXTENDED RESECTION FOR CANCER—DIS- 
TAL COLON AND RECTUM 
Garnet W. Ault, M.D., Robert S. Smith, M.D. and 
Alejandro E. Castro, M.D., Proctology Clinic of 
Washington, D. C. 


Space 4 
DISEASES OF THE THYROID GLAND 
Gordon R. Hennigar, M.D., Saul Kay, M.D. and Francis 
Gyorkey, M.D., Department of Pathology, Medical 
College of Virginia, Richmond, Va. 


Space 5 
SAFE, PROLONGED MUSCLE RELAXATION IN 
ORTHOPEDICS 

Eugene G. Lipow, M.D., Washington, D. C. 


Space 6 
RADICAL TREATMENT OF PARAPLEGIC PRES- 
SURE SORES 

J. Treacy O’Hanlan, M.D., Waynesboro, Va. 


Space 7 
PROBLEMS IN LEGAL MEDICINE 
Geoffrey T. Mann, M.D., LL.B., Richmond, Va. 


Space 8 
CORONARY DISEASE IN YOUNG 
MALES 
Major William F. Enos, (MC) USA and Captain 
James C. Beyer, (MC) USA, Armed Forces Insti- 
tute of Pathology, Washington, D. C. 


AMERICAN 


Space 9 
PERIPHERAL VASCULAR DISEASES, ARTER- 
IAL, VENOUS AND LYMPHATIC 

Eugene Lowenberg, M.D., Norfolk, Va. 


Space 10 
DISEASES OF THE EAR DRUM 
Irvin Hantman, M.D., Washington, D. C. 


WEST BALLROOM FOYER 
Space 11 
BREATH SOUNDS ON TAPE 
Robert J. Anderson, M.D., and Armand E. Brodeur, 

M.D., U.S.P.H.S.; William B. Walsh, M.D., George- 
town University School of Medicine; Robert Gruver, 
M.D. and Fahran Bakir, M.D., District of Columbia 
General Hospital, Washington, D. C. 


Space 12 
ALCOHOLISM 
Washington Committee for Education on Alcoholism, 
Washington, D. C. 


Space 13 
A DYNAMIC BRACHIAL 
AND MOTOR FUNCTION 
Colonel H. B. Luscombe, (MC) USA, and Captain Joel 
L. Roth, (MC) USA, Walter Reed Army Medical 
Center, Washington, D. C. 


PLEXUS; ANATOMY 


TERRACE BANQUET ROOM FOYER 
Space 14 
ETIOLOGY OF MALPRACTICE 
Bureau of Exhibits, American Medical Association, Chi- 
cago, Il. 


Space 15 
ABRASIVE SURGERY 
Murry M. Robinson, M.D., Washington, D. C. 


Space 16 
CONGENITAL ANOMALIES OF THE GASTRO- 
INTESTINAL TRACT 
William B. Hoover, M.D. and William B. Wiley, M.D., 
Norfolk, Va. 


Space 17 
CONTROL OF HOUSE DUST ALLERGENS 
Eloise W. Kailin, M.D., Washington, D. C. 


Space 18 
RECENT ADVANCES IN THE TREATMENT OF 
INTESTINAL OBSTRUCTION 

John Devine. Jr., M.D., Lynchburg, Va. 


Space 19 
HYDROCORTISONE TOPICAL 
DERMATOLOGY 

James Q. Gant, Jr., M.D., Washington, D. C. 


OINTMENT IN 


Space 20 
INFECTIONS OF THE HAND 
Philip O. Caulfield, M.D. and Howard S. Madigan, 
M.D., Washington, D. C. 


Space 21 
A DYNAMIC LUMBOSACRAL PLEXUS; ANA- 
TOMY AND MOTOR FUNCTION 

Lt. Col. John H. Kuitert, (MC) USAF, Brooke Army 
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Medical Center, Fort Sam Houston, Texas; Lt. Col. 
Joseph W. Thomas, (MC) USA, and Captain Fred- 
erick E, Vultee, (MC) USA, Walter Reed Army 
Médical Center, Washington, D. C. 


Space 22 
HOMOZYGOUS HEMOGLOBIN C: A NEW HE- 
REDITARY HEMOLYTIC SYNDROME 
Charles E. Rath, M.D. and Douglas W. Terry, M.D., 
Georgetown University Hospital, Washingtop, D. C. 


Space 23 
THE SYMPTOMS OF DIABETES MELLITUS 
James M. Moss, M.D., Alexandria, Virginia 


Space 24 
HYSTEROSALPINGOGRAPHY: DIAGNOSTIC 
AID 
J. B. Sheffery, M.D. and D. Kushner, M.D., Washing- 
ton, D. C. 
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Space 25 
EXTERNAL, ANTERIOR SEGMENT AND FUN- 
DUS DISEASES OF THE EYE 
Richard W. Wilkinson, M.D., Department of Opthal- 
mology, George Washington University, Washington, 
D.C. 


Space 26 

GETTING COUNTRY DOCTORS 
Edgar J. Fisher, Jr., Virginia Council on Health and 
Medical Care, Richmond, Va. 


Space 27 
PERIARTHRITIS CALCAREA 
Bela Gondos, M.D., Washington, D. C. 


Space 28 
CLINICAL VALUE OF THE ELECTROENCEPHA- 


LOGRAM 
J. P. Murphy, M.D., and Elizabeth Braum, Technician, 


Washington, D. C. 


Main Lobby—Shoreham Hotel 


SEPTEMBER, 1954 


Space 29 
CONCOMITANT DISEASE OF SKIN AND BONE 
The Department of Dermatology, Medical College of 
Virginia; Carl S. Lingamfelter, M.D. and Allen Pep- 
ple, M.D., Richmond, Va. 


Space 30 
THE PHYSICIAN’S RESPONSIBILITY IN THE 
PREVENTION OF TRAFFIC ACCIDENTS 
Cary N. Moon, Jr., M.D., Fletcher D. Woodward, M.D., 
and E. C. Corey, M.D., University of Virginia Hos- 
pital, Charlottesville, Va. 


Space 31 
HERPANGINA AND INFECTIOUS GINGIVOSTO- 
MATITIS 
Robert H. Parrott, M.D., National Microbiological In- 
stitute, National Institutes of Health, Bethesda, Mary- 
land; Research Foundation of Children’s Hospital of 
the District of Columbia 


Space 32 
THORACIC SURGICAL EMERGENCIES IN THE 
NEWBORN 
Alvin C. Wyman, M.D., Marshall C. Sanford, M.D., and 
George Maksim, M.D., Children’s Hospital of the 
District of Columbia 


Space 33 
STAPHYLOCOCCAL ENTERITIS FOLLOWING 
USE OF BROAD SPECTRUM ANTIBIOTICS 
Sydney M. Ross, M.D., Frederic G. Burke, M.D., and 
FE. Clarence Rice, M.D., Children’s Hospital of the 
District of Columbia 


Space 34 
ADVANCES IN THE TREATMENT OF LEUKE- 
MIA IN CHILDREN 
E. Clarence Rice, M.D., Charles B. Preacher, M.D. and 
Grace H. Guin, M.D., Children’s Hospital of the Dis- 
trict of Columbia 
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Space 35 
A STUDY OF ACCIDENTAL POISONINGS IN 
CHILDREN AND THE OPERATION OF A CEN- 


TER FOR THE CONTROL OF SUCH POISONINGS 


Allen B. Coleman, M.D., Children’s Hospital of the 
District of Columbia 


Space 36 
SOLITARY MASSES IN THE NECK OF ADULTS 
G. H. Klinck, M.D., Armed Forces Institute of Pa- 
thology, C. T. Klopp, M.D., George Washington Uni- 
versity Hospital, and T. Winship, M.D., Garfield 
Memorial Hospital, Washington, D. C. 


Space 37 
ESOPHAGEAL RECONSTRUCTION BY ESOPHA- 
GOJEJUNOSTOMY AND ESOPHAGOCOLOGAS- 
TROSTOMY 
Lewis H. Bosher, Jr., M.D. and Alfred M. Decker, Jr., 
M.D., Medical College of Virginia Hospital, Rich- 
mond, Va. 


Space 38 
LATE EFFECTS — INTERNALLY 
RADIOACTIVE MATERIAL 
Lt. W. B. Looney and Lt. USN (j.g.) Martin Colod- 
zin USN, Naval Hospital, National Naval Medical 
Center, Bethesda, Maryland 


DEPOSITED 


Space 39 
EVALUATING THE PATIENT’S ABILITIES 
A. B. C. Knudson, M.D., Joseph van Schoick and 
Thomas J. Zwierlein, Veterans Administration, Wash- 
ington, D. C. 


WEST LOBBY 


BY SPECIAL INVITATION 
Space 40 
THE STORY OF GALLSTONES 
Paul L. Shallenberger, M.D., Donald M. Clough, 
M.D. and Henry M. Perry, M.D., Guthrie Clinic, 
Sayre, Pa. 


Proposed Lay-out of Hospital Center, Washington, Comprised of Episcopal Eye, Ear and Throat, 
Emergency and Garfield Hospitals. 
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Medical Motion Pictures 


SHOREHAM HOTEL 
FOYER TO MAIN BALLROOM 
MONDAY, NOVEMBER 1 
Time Titles Sponsors 
9:00 INTRA-ARTICULAR INJECTIONS OF William B. Rawls, M. D., New York, N. Y. 
HYDROCORTISONE 
9:30 REPRODUCTION OF THE RAT R. J. Blandau, M.D. and Anthony Conedo, M.D., Univer- 
sity of Washington School of Medicine, Seattle, Wash. 
9:50 INTRAVENOUS ANESTHESIA Mary Karp, M.D., W. O. McQuiston, M.D. and J. E. 
WITH BARBITURATES Remlinger, M.D., Chicago, III. 
10:30 EFFECT OF RESERPINE ON MONKEYS Alfred E. A. Earl, M.D., Summit, N. J. 
10:45 OVARIAN TUMORS Herbert E. Schmitz, M.D., Chicago, III. 
11:45 NEPROSIS IN CHILDREN R. E. Cooke, M.D., Yale University School of Medicine, 
: New Haven, Conn. and Leo L. Leveridge, M.D., New 
York, N. Y. 
11:40 EXAMINING THE WELL CHILD Oklahoma State Department of Health, Oklahoma, City, 
Okla. 
2:00 BCG... VACCINATION AGAINST The National Tuberculosis Association, Chicago, Ill. and 
TUBERCULOSIS Research Foundation, American Trudeau Society, New 
York, 
2:20 VIRAL HEPATITIS Army Medical Service, Washington, D. C. 
2:40 PRINCIPLES OF FRACTURE REDUCTION Veterans Administration, Washington, D. C. 
3:15 PHEOCHROMOCYTOMA Keith S. Grimson, M.D., Duke University School of 
Medicine, Durham, North Carolina 
3:40 THE SURGICAL TREATMENT OF Bailey Thoracic Clinic, Philadelphia, Pa. 


MENTAI. STENOSIS 
4:00 ENCORE HOUR 
A limited number of films will be reshown as determined by the greatest number of requests. 


TUESDAY, NOVEMBER 2 


Motion pictures produced by the members of the Med- 
ical Society of the District of Columbia and The Medical 
Society of Virginia. All authors will be present during 
the presentation of their films. Time will be allowed for 
comment and discussion. 


Time Titles Sponsors 
9:00 ORCHIOPEXY, MODIFIED TOREK Lloyd G. Lewis, M.D., Washington, D. C. 
TECHNIQUE ; 
9:20 URETEROSIGMOIDOSTOMY, W. C. Stirling, M.D. and Charles H. Ligon, M.D., Wash- 
A SIMPLIFIED TECHNIQUE ington, D. C. 
9:45 TRANSORBITAL LOBOTOMY, Walter Freeman, M.D., Los Altos, Calif. 
PART III, ANXIETY 
10:15 PLASTIC RECONSTRUCTION OF Alfred J. Suraci, M.D., Washington, D. C. 
AGENESIS OF THE VAGINA 
10:40 DIRECT INTRACARDIAC SURGERY Edgar W. Davis, M.D., Charles E. Fierst, M.D., John 
WITH GENERAL HYPOTHERMIA O. Nestor, M.D., and Bernard J. Walsh, M.D., Washing- 
ton, D. C. 


11:00 INTRAMEDULLARY NAIL FOR FRAC- Virgil R. May, Jr., M.D., Richmond, Va. 
TURE OF FEMUR 
11:20 SPINAL FUSION William M. Deyerle, M.D., Richmond, Va. 
12:00 RECESS FOR LUNCHEON 
2:00-4:00 SPECIAL SHOWING OF NEWEST MEDICAL FILMS RELEASED TOO LATE FOR 
LISTING IN MONTHLY. 


WEDNESDAY, NOVEMBER 3, 1954 
MONDAY PROGRAM WILL BE REPEATED 


| 
at 


SEPTEMBER, 1954 


AAGP PARTICIPATION 


Both the District of Columbia and Virginia Chapters 
of the American Academy of General Practice have no- 
tified their members that the First Interstate Scientific 
Assembly has the official sanction of the Commission on 
Education of the American Academy of General Practice 
for formal postgraduate credit to Academy members who 
attend this meeting. 

In view of the active interest in the Assembly of officers 
of both the chapters it is expected that there will be a 
large attendance by general practitioners. 


ALUMNI DINNERS AND LUNCHEONS 


The time and place of all alumni dinners and luncheons 
are to be found listed in the Assembly Calendar on pages 
449-50. Tickets for these events will be available either 
through the officers of the sponsoring groups or in the 
Registration Section. 


ANNUAL DINNER 


The program planned for this year’s Annual Dinner 
is different. There will be no speeches. In their place 
will be a variety show “Skitsophrenia”’—A Medical Me- 
lange, featuring an all doctor-and-wife cast. There will be 
skits, stunts and music, presented by exceptional talent. 
Come and enjoy yourself. 
pleased. 


You will be surprised and 


N 
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See REGISTRATION for details about ticket sales. 


DINNER FOR DOCTORS’ OFFICE STAFFS 


One of the most successful events of last year’s As- 
sembly was the dinner for doctors’ staffs (nurses, secre- 
taries, technicians, receptionists, etc.) It was, therefore, 
decided by the Committee on Arrangements to make this 
an annual affair. 

This year’s dinner is sponsored jointly by the Medical 
Societies of the District of Columbia and Virginia. 

Leo E. Brown, Director of Public Relations, American 
Medical Association, will be the speaker, his subject: “You 
Can be a Star on Medicine’s PR Team.” Entertainment 
will be furnished by doctors and their wives from the 
District of Columbia and Virginia, among whom there is 
exceptional talent. 

As in previous years, physicians will be asked to pur- 
chase tickets for the dinner for their office staffs. Tickets 
will be $5.00 each, the actual cost of the dinner. Tables 
will be filled as applications are received, INDIVIDUALS 
OR GROUPS WISHING TO SIT AT THE SAME 
TABLE SHOULD SEND IN THEIR REQUESTS 
TOGETHER. Changes cannot be made after seating 
has been arranged. 

Tickets will be mailed on receipt of application and 
check at the offices of the Medical Society of the District 
of Columbia, 1718 M Street, N. W., Washington, D. C. 


4 


Sheraton-Park Hotel 
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REGISTRATION 


As in previous years, arrangements have been made to 
register members of the Medical Society of the District 
of Columbia prior to the opening of the Assembly at the 
Society’s executive offices on Thursday and Friday, Oc- 
tober 28 and 29, from 9 a. m. to 5 p. m. 

For several years the Society has sponsored a luncheon 
that in itself was an incentive to early registration. THIS 
YEAR THERE WILL BE NO LUNCHEON GIVEN 
BY THE MEDICAL SOCIETY FOR ITS MEM- 
BERSHIP. However, members who find it convenient 
to do so will save time if they come to the Society’s 
offices on the above dates and avoid being detained at the 
Registration Section at the Shoreham. 

The Registration Section, which will be set up in the 
West Lebby of the Shoreham Hotel, will be open on 
Sunday from 2 to 5:00 p.m. and on Monday morning 
at 8 a.m. to permit everyone to register in time for the 
opening session. 

The Registration Section will be divided into three 
departments; one for the registraticn of members of the 
Mecical Society of the District of Columbia, Guest Phy- 
sicians, Interns, Residents, Exhibitors, etc., and for the 
registration of The Medical Society of Virginia members ; 
and a central section to be devoted to the sale of tickets 
for the Annual Dinner and various luncheons and dinners 
sponsored by the alumni and specialty groups. 


The usual procedure will be followed by the District 


of Columbia for the Annual Dinner, formal invitations 
being extended to physicians and their guests. For the 
convenience of those desiring to reserve tables, floor 
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plans will be available at the Society’s Executive Offices 
on the dates for pre-registration, October 28 and 29. 

Representatives of The Medical Society of Virginia have 
decided that the Society’s usual procedure shall be followed 
with regard to their Annual Dinner ticket sales. The 
tickets will be made available to the Virginia House of 
Delegates and other physicians who register on Sunday 
afternoon and all day Monday in the Registration Section. 

Tickets for the Annual Dinner will be $7.50 per person. 
The Dinner will be preceded by a cocktail party through 
the courtesy of Peoples Drug Stores. 


PARKING PRIVILEGES 


Managers of the Shoreham Hotel and the Sheraton-Park 
Hotel have agreed to give the physicians attending the 
Assembly exclusive rights to both hotel garages and 
parking lots during the meeting. 

Special parking rates at these hotels will be: 

Garage—$1.25 up to 24 hours 
Parking Lot—50 cents up to 24 heurs 


Parking stickers will be sent to members of both So- 
cieties prior to the Assembly. Parking lot attendants 
have been instructed to honor the parking sticker, which 
should be pasted on the windshield. Physicians must dis- 
play the sticker to be entitled to the parking privileges 
offered by both hctels. 

REMEMBER NO CARS WILL BE ALLOWED IN 
THE HOTEL GARAGES OR PARKING LOTS 
WITHOUT A FIRST INTERSTATE SCIENTIFIC 
ASSEMBLY STICKER. 


Architect’s Design of the New Providence Hospital, Washington 


| 
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Assembly Calendar 


All Meetings at the Shoreham Hotel Unless Otherwise 9 :00 a.m.-Noon Medical Motion Pictures—Foyer to 


Main Ballroom 
10:00 a.m. Medical Society of Virginia Refer- 
SUNDAY, OCTOBER 31 ence Committee—Suite 100 B 
10:00 am.-11:00 a.m. Mead Johnson Coffee Hour—Lower 
9 :30 a.m. Potomac and Virginia Chapters Main Lobby 
American College of Chest Phy- 12:15 p.m. George Washington University 
sicians—Blue Room Medical Society Luncheon — Blue 
1:00 p.m. Ccuncil Meeting of The Medical Room 
Society of Virginia—Suite 100 C 12:15 p.m. Virginia Pediatric Society Lunch- 
2:00 p.m.- 5:00 p.m. Registration—West Lobby en—-Saive 100 C 
2:00 p.m.- 5:00 p.m. Woman’s Auxiliary Registration— = 19.15 p.m. Virginia Surgical Society Lunch- 
Lower Main Lobby eon-—-Louis XVI Room 
7:00 p.m. The Medical Society of Virginia 12:30 p.m. Virginia Neuropsychiatric Society 
House of Delegates—Dinner and Society Luncheon—Adams Hamil- 
Meeting—W est Ballroom ton Room of the Sheraton-Park 
Hotel 
2:00 p.m.- 4:30 p.m. Scientific Pregram—Terrace Ban- 


MONDAY, NOVEMBER 1 
quet Room and West Ballroom 


Medical Motion Pictures—Foyer to 


Indicated 


8:00 a.m. Registration—West Lobby 2:00 p.m.- 5:00 p.m. 
9:00 a.m.- 3:00 p.m. Woman’s Auxiliary Registration— Main Ballroom 
Lower Main Lobby 2 :30 p.m. Virginia Woman’s Auxiliary Pre- 


9:00 a.m.-Noon Scientific Program—Terrace Ban- convention Board Meeting—Suite 


quet Room and West Ballroom 100 B 


# 


Se 


Pee as 


Aerial View of the Shoreham Hotel 
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7 :00 p.m. 
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Annual Meeting of Membership 
Virginia Medical Service Associa- 
tion—Louis XVI Room. 


. Class of 1934, George Washington 


University Medical Alumni, 20th 
Anniversary Reception—(suite to 
be announced ) 

Women’s Medical Society (suite to 
be announced ) 

Medical College of Virginia Recep- 
tion—West Ballroom 

Tulane Medical Alumni Reception 
and Dinner—Suite 100 C 
University of Virginia Medical 
Alumni Reception — Burgundy 
Room of the Sheraton-Park Hotel 
Medical College of Virginia Dinner 
—Terrace Banquet Room 
University of Virginia Medical 
Alumni Dinner—Continental Room 
of the Sheraton-Park Hotel 


TUESDAY, NOVEMBER 2 


8 :00 a.m. 


8 :30 a.m. 


9:00 a.m.-Noon 


9 :00 a.m.-Noon 


9 :00 a.m.-Noon 


9:00 a.m. 


9:15 a.m. 


2:15 p.m. 


2:15 p.m. 


2:15 p.m. 


12 :30 p.m. 


12:30 p.m. 


12 :30 p.m. 


Virginia Diabetic Association 
Breakfast and Business Meeting— 
Suite 100 C 

Registration—West Lobby 
Woman’s Auxiliary Registration—- 
Lower Main Lobby 

Scientific Program—Terrace Ban- 
quet Room and West Ballroom 
Medical Motion Pictures—Foyer to 
Main Ballroom 

Virginia Society for Pathology and 
Laboratory Medicine—the Adams 
Hamilton Room of the Sheraton- 
Park Hotel 

Virginia Woman’s Auxiliary Pre- 
convention General Annual Meet- 
ing—Louis XVI Room 
Georgetown University Medical 
Alumni Luncheon—Blue Room 
Washington Orthopedic Club and 
Virginia Orthopedic Society Lunch- 
eon and Business Meeting—Suite 
100 C 

Virginia Radiological 
Luncheon—Suite 100 B 
District of Columbia and Virginia 
Chapters of American Academy of 
General Practice Luncheon—Cari- 
bar Room of the Sheraton-Park 
Hotel 

Virginia Obstetrical and Gyneco- 
logical Society Luncheon—Franklin 
Room of the Sheraton-Park Hotel 
District of Columbia and Virginia 
Societies of Anesthesiologists Lunch- 


Society 


2:00 p.m.- 4:30 p.m. 
2:00 p.m.- 4:00 p.m. 


4:00 p.m. 


6:30 p.m. 


8:00 p.m. 


9 :30 p.m. 
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eon—Madison Suite of the Shera- 
ton-Park Hotel 

Virginia Section of the American 
College of Physicians Luncheon— 
Louis XVI Room 

Virginia and District of Columbia 
Woman’s Medical Auxiliary Lunch- 
eon—Continental Room of the Sher- 
aton-Park Hotel 

Scientific Program—Terrace Ban- 
quet Room and West Ballroom 
Medical Motion Pictures—Foyer 
to Main Ballroom 

The Medical Society of Virginia 
House of Delegates Meeting—Louis 
XVI Room 

Cocktail Party (Courtesy of 
Peoples Drug Stores) — Lower 
Main Lobby 

Annual Banquet of The Medical 
Society of the District of Columbia 
and The Medical Society of Vir- 
ginia—Blue Room and West Ball- 
room 

“Skitsophrenia”—A Medical Meé- 
lange—Terrace Banquet Room. 

A fast moving variety show pre- 
sented by an all doctor-wife cast. 
The District of Columbia and Vir- 
ginia are represented by exceptional 
talent. 


WEDNESDAY, NOVEMBER 3 


8:30 a.m.- 4:30 p.m. 


8 :30 a.m. 

9 :00 a.m.-Noon 
9 :00 a.m.—Noon 
9 :30 a.m. 


2:15 p.m. 


2:00 p.m.- 4:30 p.m. 


2:00 p.m.- 4:30 p.m. 


7:00 p.m. 


Registration—West Lobby 
Virginia Woman’s Auxiliary Past 
President’s Breakfast—Suite 100 B 
Scientific Program—Terrace Ban- 
quet Room 

Medical Motion Pictures—Foyer to 
Main Ballroom 

Virginia Woman’s Auxiliary Post- 
convention Meeting—Suite 100 C 
Virginia Urological Society Lunch- 
eon—Louis XVI Room 

Scientific Program—Terrace Ban- 
quet Room 

Medical Motion Pictures—Foyer to 
Main Ballroom 

Dinner for the District of Columbia 
and Virginia Doctors’ Office Staffs 
(Assistants, Secretaries, Nurses 
and Receptionists)—Terrace Ban- 
quet Room 

Speaker: Leo E. Brown, Director, 
Department of Public Relations, 
American Medical Association 
Subject: “You Can be a Star on 
Medicine’s PR Team“ 


1:00 p.m. 
5:00 p.m.- 7:00 p. 
1 :30 p.m. 
5:00 p.m.- 
6:30 p.m. 
6:30 p.m. 
6:30 p.m. 
7 :30 p.m. 
7 :30 p.m. 
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The Technical Exhibit 


SHOREHAM HOTEL 
Main Ballroom, Foyer to Main Ballroom and 
Bird Cage Walk 


Exhibitor Booth No. 


ABBOTT LABORATORIES 50 
\. S. ALOE COMPANY 15 
\MES COMPANY, INC 55 
ARCUM PHARMACEUTICAL CORPORATION 64 
\YERST LABORATORIES 75 
BABY DEVELOPMENT CLINIC 29 
THE BAKER LABORATORIES, INC. 51 
BEECH-NUT PACKING COMPANY 42 
BENSON & HEDGES 18 
BETH-MONT SURGICAL SUPPLY CO. 62 
BEUCHLER’S 66 
BILHUBER-KNOLL CORP. 67 
BORDEN’S Prescription Products Division 10 


BRAYTEN PHARMACEUTICAL COMPANY 79 
BURROUGHS WELLCOME & CO. 


(U.S.A.) INC. 68 
BURTON, PARSONS AND COMPANY 14 
S. H. CAMP and COMPANY 33 
CARROLL DUNHAM SMITH PHARMACAL 

COMPANY 6 
CIBA PHARMACEUTICAL PRODUCTS, INC. 46 
THE COCA-COLA COMPANY 80 
DAVIES, ROSE & COMPANY, LIMITED 86 
THE DIETENE COMPANY 77 
DOAK PHARMACAL CO., INC. 81 
DOHO CHEMICAL CORPORATION 3 
THE DOMINION LABORATORIES 59 
C. B. FLEET 8 
E. FOUGERA AND COMPANY, INC. 54 
GENERAL ELECTRIC COMPANY, 

X-Ray Department 41 
THE GIBSON COMPANY 85 
THE HARROWER LABORATORY, INC. 32 
CHARLES C. HASKELL & CO., INC. 47 
HOFFMAN-LA ROCHE, INC. 84 
HOLLAND-RANTOS COMPANY, INC. 31 
IVES-CAMERON COMPANY, INC. 57 


KELEKET X-RAY CORPORATION 
KLOMAN INSTRUMENT CO., INC. 
LEDERLE LABORATORIES DIVISION 


88 and 89 
17 and 17A 


American Cyanamid Company 27 
THE LIEBEL-FLARSHEIM COMPANY 73 
ELI LILLY AND COMPANY 12 


MEDICAL SERVICE OF THE DISTRICT 
OF COLUMBIA and 
VIRGINIA MEDICAL SERVICE ASSOCIATION 
THE MEREDYTH COMPANY 
THE WILLIAM S. MERRELL COMPANY 
MILES REPRODUCER COMPANY, INC. 
THE NATIONAL DRUG COMPANY 
ORTHO PHARMACEUTICAL CORPORATION 
PARKE, DAVIS & COMPANY 
THE E. L. PATCH COMPANY 
PEOPLES DRUG STORES, INC. 
PET MILK COMPANY 
CHARLES PFIZER & COMPANY, INC. 
PHARMACISTS’ SURGICAL SUPPLY CORP. 
Division of District Wholesale Drug 
POWERS & ANDERSON, INC. 
WM. P. POYTHRESS & CO., INC. 
R. J. REYNOLDS TOBACCO COMPANY 
A. H. ROBINS COMPANY, INC. 
J. B. ROERIG AND COMPANY 
SANBORN COMPANY 
SANDOZ PHARMACEUTICALS 
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BOOK ANNOUNCEMENTS 


Peripheral Circulation In Man. By G. E. W. WOL- 
STENHOLME, O.B.E., M.A., M.B., B.Ch., and 
JESSIE S. FREEMAN, M.B., B.S., D.P.H. Assisted 
by Joan Etherington. Editors for the Ciba Foun- 
dation. A Ciba Foundation Symposium. Little, 
Brown and Company, Boston. 1954. xi-219 pages. 
With 72 illustrations. Price $6.00. 

This book represents the proceedings, in full, of 
the papers presented and of the ensuing discussions 
at an informal international symposium with strictly 
limited membership, sponsored by the Ciba Founda- 
tion. These proceedings make a very interesting 
reading for pliysicians, physiologists, pathologists 
and surgeons, not so much because of new material 
presented but because of the provocative remarks, 
daring questions and new problems uttered in the 
discussion. It is impossible in a review to give a 
detailed picture of all the problems discussed. How- 
ever, a list of the titles and authors, of the more 
important papers, might convey a general impres- 
sion. ‘A critical survey of methods available for 
the measurement of human peripheral blocd flow,” 
by A. C. Burton; ‘The venous occlusive technique 
for measurement of finger blood flow,” by G. E. 
Burch; “The electrical strain gauge method for mea- 
surement of peripheral circulation in man,” by R. J. 
Whitney ; “Differential secretion of noradrenaline and 
adrenaline from the suprarenal gland,” by U. S. 
Euler; “The effect of adrenaline and noradrenaline 
on the blood flow through the human skeletal muscle,” 
by R. F. Whelan; “Changes in peripheral circulation 
with exposure to cold,” by L. D. Carlson; “Blood flow 
response to temperature and other factors,” by H. 
Barcroft; “Observations on the neuro-histology of 
cutaneous blocd vessels,” by G. Weddell and W. 
Pallie; “The problem of vasomotor denervation,” by 
A. B. Hertzman; “Vascular reactivity following 
sympathectomy,” by R. T. Grant; “Visceral activity 
and peripheral circulation in the spinal man,” by 
LL. Guttman; and “some aspects of functional dis- 
orders of the circulation,” by P. Martin. An author 
index and an especially carefully prepared subject 
index increase the value of this book for the reader. 


ERNST FIscHErR, M.D. 


Children for the Childiess. A Concise Explanation of 


the Medical, Scientific, and Legal Facts about 
Conception, Fertility, Sterility, Heredity, and 
Adoption. Edited by MORRIS FISHBEIN, M.D. 


With Chapters by Sidonie Gruenberg, Morris Fish- 


bein, M.D., Edward Weiss, M.D., I. C. Rubin, M.D., 
Nicholson J. Eastman, M.D., J. P. Greenhill, M.D., 
Fred B. Kyger, M.D., and Richard L. Jenkins, M.D., 
and Benjamin C. Gruenberg, Ph.D. Doubleday & 
Company, Inc., Garden City, New York. 1954. 
pages. Cloth. Price $2.95. 
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Children for The Childless, is an excellent selection 
of splendidly planned and written articles for the 
intelligent general public. Though geared specifi- 
cally toward unfertile couples who would want to 
understand the causes of their sterility and find out 
what means there are to solve their problem and 
which ones to chose, the book, in spite of its small 
size (211 pages), is so informative that it deserves 
being read by a wider audience. Among the number 
of these fine articles we should like to mention par- 
ticularly Professor Nicholson Eastman’s article, who 
succeeded in conveying the scientific material pre- 
sented with literary perfection and dramatic impres- 
siveness. 

HerTHa M.D. 


Beyond the Germ Theory. The Roles of Deprivation 
and Stress in Health and Disease. IAGO GALD- 
STON, M.D., Editor. A New York Academy of 
Medicine Book. Health Education Council, New 
York and Minneapolis. 1954. viii-182 pages. Pric2 
$4.00. 

This small book represents the papers given at 
the conference jointly sponsored by various tuber- 
culosis and health organizations of Greater New 
York. 


articles, is an extension and successful application 


The general theme propounded, in all the 


of three basic concepts of the prevention and treatment 
“internal milieu”, 
and Hans Selve’s 


do not deny or 


of disease: Claude Bernard’s 
Walter Cannon’s “homeostasis” 
“stress syndrome.” The authors 
belittle the germ theory of diseases. The title’s aim 
is only to indicate the importance of factors other than 
germs for illness and poor health. The book is sub- 
divided into fcur main chapters: the dynamics of 
deprivation and stress, nutritional deprivation and 
stress, psychological deprivation and stress, social 
stress and deprivation. Although the different au- 
thors vary a great deal in their stvle of writing and 
in organizing their material and thcughts, the book 
is interesting throughout and provides provocative 
ideas not only for readers interested in public health 
but also for the medical practitioners. 


Ernst FiscHer, MD. 
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MISCELLANEOUS 


When I Was Young, They Did It This Way— 


The following article was recently published in 
the Arlington County Medical Society Bulletin. It 
is written by Dr. W. C. Welburn and is one of his 
“masterpieces of reminiscence”. It was felt members 
of the Society in other parts of the State might enjoy 
it also. 

The Arlington County Medical Society at this 
time is in a somewhat anomalous position. We 
function as a component of the State Medical So- 
ciety and therefore of the A.M.A., but might have 
difficulty in proving our legitimacy. 
tificate—our charter is still lost. 

In 1914, Doctors H. C. Corbett, J. H. Walton, 
R. A. Quick, R. N. Sutton and W. C. Welburn ap- 
plied for and were granted a charter for the new 
society. 


Our birth cer- 


Dr. Sutton admits that he was secretary at the 
time, so he received the charter in the name of J. H. 
Walton, president, and R. A. Quick, vice president. 

Dr. Sutton should be required to preduce the doc- 
ument. After only 40 years this should not prove too 
difficult. 

If further reminiscences can be tolerated, I should 
like to go back to 1880 for my first recollection of 
medical procedures. The scene is indelibly stamped 
on my brain because of my terror of being vaccinated. 
Dr. Menees came to the house. No cleansing of 
the arm was done. He produced from a vest pocket 
a small instrument, opening like a pocket knife. The 
blade near the tip was provided with a semicircular 
scarifier. After my arm was cross-hatched he pro- 
duced from another pocket a piece of newspaper from 
which he unwrapped a treasurer scab taken from 
some patient who had a good “take”. This was thor- 
oughly rubbed into the raw area on my arm. 
good “take”. 


I got 


i 
At the turn of the Century, surgical cleanliness was 
still a problem. Antisepsis seemed to be the only 
answer, rubber gloves being still many years in the 
future. A forerunner was the white cotton glove, 
autoclaved and fairly safe until it got wet. 

William Rice Prior, a pupil of Marion Sims, 
worked out his own technique. Following a tho- 
rough scrubbing the hands were laved with powdered 
chloride of lime, moistened and activated with a 
lump of caustic soda. The hands were then soaked 


in a strong permanganate solution and finally the 


stain removed by soaking in a saturated solution of 


oxalic acid. Any cuticle remaining was fairly 


sterile. His results were excellent. 

Operating in the same clinic was a surgeon 
whom we will call R. H. M. Dawson. 
supplied him with three other initials which they 
This alphabetical bird 
When 
operating he always put his trust in cotton gloves and 
his results were horrible. 
infections on the interns. 


The interns 


deemed more appropriate. 
conducted a class in surgery on the cadaver. 


He always blamed his 


At one side of the operating room was an ordinary 
kitchen sink with hot and cold faucets and a sign 
reading, “Cut off water when not in use.” I had 
finished scrubbing on one occasion to assist him 
in an operation and used my foot to shut off the 
water. Old Alphabet came in just in time to witness 
this maneuver and proceeded to give me a verbal 
shellacing about it. ‘Now he would have to soil his 
hands by touching a faucet I had contaminated with 
my foot.” 

When he had finished I explained my unusual 
action. The preceding operation had been evacua- 
tion of a pus-sac, a quart or more of pus being 
spilled on the floor. The scrub women were called 
and had mopped up the mess, making several trips 
to the sink for fresh water. After scrubbing my 
hands I would not touch them to the faucet again. 
There was no further argument, but next day a 
plumber arrived with strap iron, coil springs, stove 
bolts etc., and in half a day had contrived a Rube 
Goldberg contraption whereby you stepped on « foot 
pedal and the water flowed. 

Getting out into private practice, the home was 
still the place where babies were born. — Forcep 
cases, breech presentations, versions, manual extrac- 
tions and repair work were all done in the heme. 

The doctor made his preparations, started the 
anesthesia and completed the jcb without calling 
another doctor or a trained nurse. Plenty of boiling 
water was at hand, corrosive sublimate tablets were 
a penny a piece. Post-partum pathology was prac- 
tically unknown. 

A case at point. Beginning in private practice in 
Nashville, Tenn., I was called one day by a doctor 
who lived in the suburbs. When I arrived a Negro 
woman was in violent eclamptic seizure. We decided 
on immediate delivery for forceps and as I did not 


. 


. 
3 
: 
he 
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yet own a pair the doctor went home for his. 

When he returned he hitched his horse, unwrapped 
his ferceps from a sheet of newspaper and assured 
me he had “dipped them in warm water before he 
left home.” 

He did not wash his hand but called for la:d 
with which he annoited the blades and proceeded 
to apply them. The application was not very gcod 
and the blades slipped. He asked me to have a try. 
I felt sure she was infected beyond all hope, but I, 
at least, scrubbed up, used bichloride solution and 
made some effort toward local cleanliness. The dead 
baby was delivered and the mother never had a 
degree of fever. 

Problem Drinker at Work. 

The “problem drinker” in industry can be cured 
best by keeping him on the job while helping him 
to solve his problem, according to an industrial 
physician. 

Allowing the employee to keep working while he 
tries to stop drinking is like the successful treatment 
of World War II casualties at the front instead of 
at rear bases. It gives the worker, like the soldier, 
“the feeling of courage and pride that one gets by 
staying in the fight and not retreating.””. Dr. Thomas 
H. Hogshead, of the Medical Division of E. I. 
du Pont de Nemours & Co., Wilmington, Del., re- 
ported on the company’s program in the June Ar- 
chives of Industrial Hygiene and Occupational 
Medicine, published by the American Medical Asso- 
ciation. 

esti- 
mated 65 per cent of the cases treated have been 
rehabilitated. The total of the 
estimated at less than $100,000. 
cannot be measured.” 


“Our program is successful,” he said. 
cost program is 
The total gains 
The worker's “need for se- 
curity. for recognition, for position, as well as his 
desire to belong and to be led, are all met en the 
job.” Such motivation is of paramount importance 
in the approach to the preblem of alcoholism in 
industry.” 

The employee censidered a problem drinker is 
advised he is being turned over to the medical divi- 


sion. At the end of three months the division recom- 
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mends either that he is trying and should be retained, 
or that he shows no interest in rehabilitation and 
should be discharged. 

The company cooperates closely with Alcoholics 
Anonymous, and has a “companywide alert” to the 
problem and its treatment. ‘The fact that alcoholism 
or problem drinking is accepted as a disease by a 
company so scientific as du Pont and treated as any 
other illness by our medical division has opened 
the way for the rehabilitation of hundreds of em- 
ployees.” 


Gangrene and Foot Amputation. 


An economical substance available in most doc- 
tors’ offices can prevent gangrene and amputation 
of the feet in some cases, a Philadelphia physician, 
Dr. Meyer Naide, reported in the June 19th Jour- 
nal of the American Medical Association. This has 
been a chief problem in patients with severe ischemia 
(blood deficiency) of the foot. 

Of various substances tested the “most useful 
proved to be the old preparation, compound tincture 
of benzoin.”’ This solution is most commonly used 
for steam inhalations in bronchitis. It is available 
in all hospitals and almost all offices and is simple 
to apply. It dries quickly so that clothing may be 
applied to the areas coated within five minutes. 
The coating lasts for a day or two and can be renewed 
by the patient. 

“It is difficult to estimate how many months of 
hospitalization and how many extremities were saved 
by this simple protective measure. Nevertheless, 
gangrene was prevented in many patients, and some 
extremities were saved as the result of preventing 
the initial break in the skin without which gangrene 
will usually not start.” 

It was especially useful in treating diabetic pa- 
tients who frequently have a tendency to dryness of 
skin and are thus more susceptible to skin cracking 
and gangrene. 

Dr. Naide is a staff member of the Hospital of the 
University of Pennsylvania, the vascular clinics of 
the Woman’s Medical College of Pennsylvania and 
the Einstein Medical Center, Southern Division. 


li 
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EDITORIAL 


Veterans’ Medical Care Program 


l* JUNE 1953 the AMA defined in clear and definite terms its stand on the care 
of the sick and injured veteran. In San Francisco recently, the House of Delegates 
of the AMA again, but in a more forceful manner, outlined its present policy and 
proposed a more vigorous plan of educating the physicians of America, and through 
them the laymen, in regard to the philosophy underlying the recommendations of 
organized medicine. 

It was the considered opinion of the House of Delegates that the AMA has a respon- 
sibility for the heaith and welfare of the entire population and not for just a particular 
segment, and it, therefore, recommended that the Congress enact legislation limiting 
VA medical care and hospitalization benefits to: 

(1) Veterans with peacetime or wartime service whose disabilities or diseases are 

service-incurred or aggravated, and to 

(2) Veterans with wartime service suffering from tuberculosis or psychiatric or 

neurological disorders of non-service connected origin, who are unable to defray 
the expenses of necessary hospitalization, provided that treatment is given 
within limits of existing facilities, and only until local facilities for such 
treatment are adequate. 

The AMA believes that the responsibility for medical care of veterans, unable to 
pay, rests with the state and local governments along with other citizens in similar 
circumstances and that facilities for the care of all citizens can be made available 
when the communities and states reclaim their responsibility from the federal govern- 
ment. 

The precepts enunciated have been widely publicized and leaders of American 
Medicine have appeared befcre several Congressional committees during the past year. 
In addition, there have been nine regional meetings throughout the country where 
members of the committee on Medical Services of the AMA have met with and in- 
doctrinated representative members of state and local medical groups in the philosophy 
Lehind the stand of the AMA. 

It is conceded that correction of the present law, which allows veterans with non- 
service connected injury or illness hospitalization and care at the expense of the 
taxpayer, will require much time and great effort but will eventually be successful 
because the basic and fundamental principle is just and, therefore, will be accepted 
by the American public when it is properly appreciated. 

In Virginia, our Committee on Federal Medical Services has addressed several 
groups and attended many medical meetings in scattered areas of the State, familiar- 
izing our physicians with the position of organized medicine and asking for the support 
of each physician in this effort to halt the expansion of a growing VA Medical Pro- 
gram, which is already second in size and expense only to the nation-wide system of 
socialized medicine of Great Britain. Members of this Committee will be available 
to any society, or group of physicians, to discuss with them any aspects of the pro- 
posals made to the Congress by the Officers of the AM.A. 

CHaARLEs M. Caravatt, M.D. 
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SOCIETY PROCEEDINGS 


The Medical Society of Northern Virginia 

Met in Front Royal on August 10th under the 
presidency of Dr. E. L. Grubbs. 
P. Harrison, representative of the 7th District of 


Honorable Burr 


Virginia in the U. S. House of Representatives, spoke 
on Legislative Matters of Importance to the Medical 
Profession Now Before Congress. The following 
scientific program was presented: Routine Hospital 
Admission-Survey-Chest X-rays by Drs. William N. 
Thomas and R. N. Armstrong; Presentation of a 
Case of Intestinal Obstruction by Dr. Dennis Mc- 
Carty; and The Surgical Treatment of Certain Types 
of Heart Disease by Dr. J. Edwin Wood, Jr., Uni- 
versity of Virginia. 

The next meeting of this Society will be held in 


December. Dr. William C. Humphries, Woodstock, 


is secretary-treasurer. 


The Mid-Tidewater Medical Society 

Held it regular quarterly meeting at Urbanna on 
July 20th, under the presidency of Dr. H. L. Shinn, 
Mathews. The following program was presented: 
Management of Hypertension by Dr. Julian Beck- 
with; The Diagnosis and Treatment of Toxemias of 
Pregnancy by Dr. William Thornton; Present Con- 
cepts in the Treatment of Pulmonary Tuberculosis 
by Dr. E. C. Drash; and Uses of Radioactive Iodine 
in the Diagnosis and Treatment of Thyroid Disease 
by Dr. Guy Hollifield. 
University of Virginia, Department of Medicine. 

Dr. M. H. Harris, West Point, is secretary of this 
Society. 


All speakers are from the 


NEWS 


icine—-Chicago, September 6-11 


ton, D. C., September 6-11 


lottesville, October 25. 


lottesville, November 8. 


ber29-December 2 


Calendar of Coming Events 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY—University of Illinois College of Med- 
AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION—Washing- 


AMERICAN ASSOCIATION OF BLoop BANKs—7th Annual Meeting—Shoreham 
Hotel, Washington, D. C., September 13-15 

EveNtNG Mepicat Lectures—University of Virginia, School of Anatomy, Char- 

Dr. John C. Cutler, Washington, D. C., ‘‘Experi- 
mental Human Inoculation with Syphilis” 

THE Mepica Society oF Vircrnta—(Annual Meeting)—First Interstate Scien- 
tific Assembly—Shoreham Hotel, Washington, D. C., October 31-November 3 

EveNING MepicaL Lecrures—University of Virginia, School of Anatomy, Char- 

Dr. Lawrence E. Young, Rochester, N. Y., “Some 
Newer Concepts of Hemolytic Disorders” 

SouTHERN Mepicat Louis, Missouri, November 8-11 

AMERICAN MepicaL Meeting—Miami, Florida, Novem- 


The Virginia Society of Pathology 

Will hold a regular meeting on November 2nd at 
the Sheraton Park Hotel, Washington, D. C. There 
will be a Seminar on Lesions of the Lower Respira- 
tory Tract to be conducted by Dr. Averill A. Liebow, 
Professor of Pathology, Yale University School of 


Medicine, with x-ray interpretation by Dr. F. B. 
Mandeville, Professor of Radiology of the Medical 
College of Virginia. Seminar slide sets may be pro- 
cured by writing Dr. Gordon Hennigar, Department 
of Pathology, Medical College of Virginia, Rich- 


mond, at a cost of $5.00 per set. All interested phy- 
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sicians are invited to attend this Seminar. 


First Interstate Scientific Assembly. 

The program for this joint meeting of the Medical 
Society of the District of Columbia and The Medical 
Society of Virginia, to be held in Washington, Oc- 
tober 31st through November 3rd, is published in this 
issue of the journal. Look it over carefully and we 
believe you will agree with us that you can’t afford 
to miss this meeting. If you haven’t made your 
reservations, do it at once! 


The Virginia Society of Ophthalmology and 

Otolaryngology 

Will sponsor a post-graduate session in opthal- 
mology and otolaryngology at the University of Vir- 
ginia from November 30th to December 3rd. The 
first two days will be devoted to otolaryngology lec- 
tures and the second two days to ophthalmological 
subjects. 

Anyone interested may contact Dr. Edwin Burton 
or Dr. G. Slaughter Fitz-Hugh at 104 E. Market 
Street, Charlottesville. 

The Spring meeting of this Society will be held 
at Natural Bridge Hotel, May 6 and 7, 1955. 


The American College of Chest Physicians. 

At its 20th annual meeting in San Francisco, 
June 17-20, 1150 physicians and guests were regis- 
tered. Dr. William A. Hudson, Detroit, was in- 
stalled as president, and Dr. James H. Stygall, In- 
dianapolis, was named president-elect. 

Dr. Dean B. Cole, Richmond, is regent for the 
district and Dr. C. Lydon Harrell, Norfolk, is Gov- 
ernor of the College for Virginia. 


Dr. H. B. Mulholland, 

Charlottesville, was elected as President of the 
American Diabetes Association at its meeting in 
San Francisco in June. 
members of this Association, has been a Councilor 


He was one of the first 


since 1947, and has served the last two years as vice- 
president. 


Dr. James Q. Gant, Jr., 

Washington, D. C., has just had a very unusual 
and distinct honor conferred upon him. Dr. H. 
Percy Wilkins, Director of the Lunar Section of the 
British Astronomical Association, recently announced 
that “The Lunar crater Archimedes-A will henceforth 
be known as Lunar Crater Gant, in honor of Dr. 


Gant, in recognition for his observations of lunar 
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surface details over many years.” 

Dr. Gant has his own observatory with a good 
sized telescope and has been carrying on research in 
observation of the moon since 1920. He is a grad- 
uate of the Medical College of Virginia, class of 
1935. 


Dr. Maurice A. Michael 

Has located for practice in Suffolk and is a mem- 
ber of the surgical staff of the Louise Obici Hospital. 
He is a native of Richmond but has been away from 
the State for thirty years, having recently been as- 
sociate surgeon at the Jewish Hospital in Philadel- 
phia. 
University of Virginia Medical Alumni. 

Medical Alumni Day of the University of Virginia 
was held on June 11th. Alumni from nineteen states, 
representing thirty-six classes, attended. Dr. Ed- 
ward R. Hipp, Charlotte, N. C., succeeded Dr. Vin- 
cent W. Archer, Charlottesville, to the presidency, 
and the following other officers were elected; vice- 
president and president-elect, Dr. Benjamin W. 
Rawles, Jr., Richmond; secretary, Dr. Vincent W. 
Archer, Charlottesville; and treasurer, Dr. McLe- 
more Birdsong, Charlottesville. 
the Board of Directors for a term of three vears are 
Drs. Carrington Williams, Richmond; James P. 
King, Radford; Walter D. Hankins, Johnston City, 
Tenn.; and Dr. Archer. 


Dr. T. S. Ely, 

Jonesville, has been reappointed as a member of 
the Lee County School Trustee Electoral Board for 
a term of four years. 


New members of 


State Board of Medical Examiners. 

The following were granted licenses to practice 
medicine and surgery in Virginia by endorsement of 
credentials at the meeting held on June 16th: 


Dr. Allston G. Bailey, Richmond 

Dr. William J. Bannen, Jr., Arlington 
Dr. Eugene A. Clark, Jr., Falls Church 
Dr. Ernest B. Cunningham, Bristol, Tenn. 
Dr. Thomas M. Daniel, Richmond 

Dr. Alfred M. Decker, Richmond - 
Dr. Sam B. Dillard, Charlottesville 

Dr. Oscar Ellison, Jr., Falls Church 

Dr. John Esau, Arlington 

Dr. Esther G. Fagan, Lexington 

Dr. James T. Fahey, Washington, D. C. 
Dr. Joel W. Feldman, Christiansburg 

Dr. Luke W. Frame, Christiansburg 

Dr. Asher A. Friedman, Norfolk 


5 

| 


SEPTEMPER, 1954 
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Dr 


Manuel Green, Ar‘ington 
C. Janett Hill, Washington, D. C. 


. Walter R. Holland, Lynchburg 
De: 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


Fordyce L. Howe, Ft. Wayne, Ind. 
Russell B. Hunt, Richmond 

Thomas H. Hunter, Charlottesville 
Benjamin H. Inloes, Jr., Hampton 
Robert T. Jackson, Bristol, Va.-Tenn. 
John Jofko, Roanoke 


. Reginald H. Johnson, Durham, N. C. 
Dr. 


Francis S. Jones, Norton 


. Benjamin H. Josephson, Woodside, N. J. 
Dr. 
Dr. 
Dr. 
. Harvey Kravitz, Triangle 

. Ross M. Lehman, Jr., Washington, D. C. 
. Leonard Leiberson, Newport News 

. Louis J. Maciulla, Washington, D. C. 

. Howard J. Maxwell, Franklin, W. Va. 

. Antonio Mayoral, Galax 

. Millard F. McKeel, III, Richmond 

. Marcy E. McMillan, Jr., Marion 

. Edwin T. McNamee, Jr., Stuart 

. M. Susan J. Mellette, Richmond 

. Faris $. Monsour, Jr., Richmond 

. James L. Morgan, Durham, N. C. 

. Charles B. Mundy, Dahlgren 

. James P. Murphy, Washington, D. C. 

. Philip F. Murray, Hampton 

. John J. Nolan, Cleveland, Ohio 

. Ralph J. Nold, Norfolk 

. John J. O’Connor, Richmond 

. Felix D. Paolucci, Washington, D. C. 

. Thomas J. Quilty, Roanoke 

. William W. Regan, Richmond 

. John W. Roark, Charlottesville 

. Charles L. Saunders, Jr., Martinsville 

. Robert L. Smith, Falls Church 

. Garrett M. Swain, Arlington 

. William Tenenblatt, Washington, D. C. 
. William W. Thompson, Radford 

. Gerald M. Tierney, Ft. Myer 

. Sidney A. Tyroler, Falls Church 

. George M. Warner, Richmond 

. Paul C. Wheeler, Waynesboro 

. David H. Williams, Boissevain 

Dr. 
Dr. 


Bert A. Kanwit, Covington 
Samuel A. Kirkpatrick, Portsmeuth 
Edward J. Kollar, Jr., Arlington 


Homer A. Wilson, Roanoke 
Frederick C. Wyttenbach, Bluefield, W. Va. 


The following were granted license to practice 


medicine in Virginia by examination: 


. Hassen Abtahi, New York, N. Y. 

. Donald Murdough Allen, Front Royal 
. Thurl Ernest Andrews, Richmond 

. Stuart Ashman, Virginia Beach 

. Gerald D. Aurbach, Boston, Mass. 

. Claude N. Ballenger, Charlottesville 

. Edward A. Barham, Jr., Portsmouth 
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Letcher B. Barnes, Blackstone 

Emerson D. Baugh, Jr., Lawrenceville 
Donald L. Baxter, Richmond 

Baxter I. Bell, Jr., Norfolk 

Robert R. Bender, Richmond 

Henry B. Betts, Charlottesville 

Charles M. Biller, Arlington 
Meriwether C. Blaydes, Rochester, N. Y. 
Irwin M. Bogarad, Tonawanda, N. Y. 


. Stanley C. Boyce, Denver, Col. 
Dr. 
Dr. 


Harrison O. Brown, Jr., Virginia Beach 
James R. Brunk, Charlottesville 


. Charles B. Burch, III, Richmond 
Dr. 
Dr. 


Paul M. Burd, Richmond 
Lawrence D. Burtner, Roanoke 


. Donald W. Callahan, Norfolk 
Dr. 
Dr. 
Dr. 


Hall G. Canter, Richmond 
John S. Chapman, Lexington 
Rees C. Chapman, Richmond 


. James R. Cochran, Warwick 
. Waverly M. Cole, Norfolk 
Dr. 


Henry F. Conquest, Richmond 


. Robert M. Cook, Jr., Richmond 
Dr. 


Lawrence S. Cowling, Philadelphia, Pa. 


. Louis C. Craig, Charlottesville 
Dr. 
Dr. 


Junius E. Crowgey, Roanoke 
Ralph M. Curt, Columbia, S. C. 


. William R. Dabney, III, Syracuse, N. Y. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


David C. Davis, Charlottesville 
Leonard L. Davis, Jr., Richmond 
James A. Doull, Jr., Cleveland, Ohio 
Helen L. J. Driskill, Portsmouth 
William L. Driskill, Jr., Portsmouth 


. James H. Dwyer, Richmond 
Dr. 
Dr. 


William F. Early, Norfolk 
John T. Edmonds, Accomac 


. Bille W. Elliott, Richmond 

. William F. Enos, Arlington 

. Douglas W. Ey, Richmond 

. Maxwell C. Feinman, Charlottesville 
Dr: 


Harold W. Felton, Eloise, Mich. 


. William Ferguson, Staunton 

. John W. Fewell, Philadelphia, Pa. 
Dr. 
Dr. 
Dr. 


Conway H. Ficklen, Charlottesville 
Sarah E. Forbes, Warwick 
Philip Frederick, Jr., Richmond 


. Rudolph C. Garber, Jr., Richmond 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
. William Crockett Greer, Rocky Mount 
. Alastair N. Guthrie, Portsmouth 

. William B. Hall, Jr., Critz 

. Henry R. Harrison, Jr., Danville 

. John P. Heatwole, Norristown, Pa. 

. Guy C. Heyl, Jr., Charlottesville 


John R. Gill, Jr., Mathews 

Edgar C. Goldston, Richmond 

Julius T. Goodman, Christiansburg 
Lloyd L. Goulder, Jr., Petersburg 
Thomas W. Gouldin, Birmingham, Ala. 
Milton Greenberg, Charlottesville 


Dr 
Dr 
Dr 
Dr 
D1 
Dr 
Dr 


Dr. 
. Harold D. Hill, Charleston, W. Va. 

. Charles A. Hoffman, Jr., Richmond 

. Mary Lou Hoover, Timberville 

. Farrar W. Howard, Richmond 

. Alvin J. Hurt, Roanoke 

. Charles W. Hurt, Charlottesville 

. Ralph A. Jackson, Jr., Cleveland, Ohio 
. Manuel O. Jaffe, Richmond 

. Benno Janssen, Jr., Charlottesville 

. Wilburn E. Jarrell, Charlottesville 

. Rose D. Jenkins, Norfolk 

. Freeman W. Jenrette, Roanoke 

. Earl R. Johnston, Jr., Charlottesville 
Dr. 
. Wayne L. Johnson, Roanoke 
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. Laurie E. Rennie, Richmond 
Dr. 
Dr. 
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James A. Higgs, Jr., Staunton 


James H. Johnson, Woodville 


John H. Jolly, Cleveland, Ohio 


. Beverley B. Jones, Roanoke 


Philip McC. Kernan, Jr., Tacoma, Wash. 


. Robert M. Kesler, Fredericksburg 

. Alan E. Kinsel, Portsmouth 

. Emerson L. Kirby, Victoria 

. Robert C. Kluge, Portsmouth 

. Reinald Leidelmeyer, Catawba Sanatorium 
. Edward O. Leventen, Norfolk 

. Edward G. Lewis, Charleston, W. Va. 
. William D. Liddle, Jr., Charlottesville 
. A. Ross Lillard, Stephens City 

. Thomas P. Long, Roanoke 

. Ivan V. Magal, Richmond 

. Hubert A. Marshall, Roanoke 

. Sophocles D. Marty, Richmond 


Edna T. Maura, Richmond 

Joe E. McCary, Princeton, W. Va. 
Randolph McCutcheon, Jr., Richmond 
James V. McKenzie, Quinwood, W. Va. 
Donald H. MeNeill, Jr., Winchester 
George S. Mitchell, Jr., Hilton Village 
Joe E. Mitchell, Charlottesville 

John H. Moling, III, Winchester 

Willie H. Morris, Jr., Lynchburg 
Kenneth A. Morrissey, Charlottesville 


. Richard M. Newton, Narrows 
Dr. 


Ernest M. Nielsen, Alexandria 


. William F. Orlinger, Coeburn 
Dr. 


Robert A. Orr, Leesburg 

Beryl H. Owens, Rose Hill 

Reigh E. Peck, El Paso, Texas 

Alton L. Powell, III, Richmond 

James D. Price, Norfolk 

Paul E. Prillaman, Jr., Ronceverte, W. Va. 
Ernest G. Rafey, Cincinnati, Ohio 
William E. Reish, Norristown, Pa. 


Robert D. Richards, Roanoke 

Betty J. Richter, Richmond 

Mason G. Robertson, Savannah, Ga. 
Basil E. Roebuck, Williamsburg 

Philip A. Rosenfeld, Washington, D. C. 
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Dr. Stanley D. Rosenthal, Baltimore, Md. 
Dr. Edmund H. Rucker, Jr., Charlottesville 
Dr. Samuel B. Ryburn, Richmond 

Dr. George E. Salley, Richmond 

Dr. Paul H. Schellenberg, Arlington 

Dr. George W. Sessoms, Charlottesville 
Dr. Edward H. Sharp, Richmond 

Dr. Alton R. Sharpe, Jr., Richmond 

Dr. James B. Spillman, II, Charlottesville 
Dr. Teddy C. Staples, Winchester 

Dr. Theodore N. Steffen, Hampton 

Dr. James L. Stringfellow, Jr., Culpeper 
Dr. William T. Stuart, Jr., Richmond 

Dr. Charles E. Swecker, Norfolk 

Dr. Lilburn T. Talley, Richmond 

Dr. Arthur L. Thiele, Natick, Mass. 

Dr. Pendleton E. Thomas, III, Richmond 
Dr. George A. Thompson, Bastian 

Dr. Lee H. Thompson, Charlottesville 

Dr. Webb M. Thompson, Jr., Virginia Beach 
Dr. Samuel A. Tisdale, Jr., Portsmouth 
Dr. Franklin V. Tweedy, Lynchburg 

Dr. Joseph A. Vance, III, Old Church 

Dr. Archibald C. Wagner, Richmond 

Dr. Walter Weintraub, Brooklyn, N. Y. 
Dr. Marion F. Wells, St. Petersburg, Fla. 
Dr. Ceilous L. Williams, Jr., Charlottesville 
Dr. Frances S. Williams, Lynchburg 

Dr. Robert O. Williams, Norfolk 

Dr. Ohlen R. Wilson, Galax 

Dr. Thomas C. Wilson, Charleston, W. Va. 
Dr. Ellis N. Zuckerman, Richmond 


Dr. D. H. Mason, 


Ridgeway, has been re-elected chairman of the 
Henry County School Board. He has served con- 
tinuously as a member of the Board since 1918 and 
as chairman since 1923. The Drewry Mason High 
School, near Ridgeway, is named in his honor. 


Richmond Inaugurates All-Night Medical 
Aid Service. 


The Richmond Academy of Medicine has inau- 
gurated an all-night service designated to make cer- 
tain that a doctor will answer any emergency call 
in the Richmond area. Dr. Benjamin W. Rawles. 
president, announced that 210 doctors had agreed to 
take the emergency assignments on a rotating basis. 
One doctor each night, from 5 P. M. to 8 A. M., will 
be available through the doctors’ telephone exchange 
to handle emergency calls. Most of such calls come 
from persons without a regular doctor and the service 
is not intended to relieve any doctor of his respon- 
sibility to his own patients. 
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Dr. Charles M. Irvin 

Has been appointed health commissioner for the 
City of Roanoke. He has held the position for the 
past year on a temporary basis, following the resig- 
nation of Dr. J. N. Dudley. 


Dr. Snowden C. Hall, 

Danville, has been appointed by Governor Thomas 
B. Stanley as a member of the State Board of Med- 
ical Examiners. He succeeds Dr. W. J. Hagood, 
Clover. 


Members of State Board of Opticians. 

Governor Thomas B. Stanley has appointed Drs. 
Walter J. Rein, Richmond, and Charles A. Young, 
Sr., Roanoke, as members of the new State Board 
of Opticians. This board is charged with regulating 
the work and technical qualifications of all new 
Virginia opticians who make and dispense eyeglasses 
on prescription. It was created by the 1954 legisla- 
ture. 


Dr. Josiah T. Showalter, 

Christiansburg, has been elected chairman of the 
regional coordinating committee of the American 
Red Cross. 


Dr. William A. Cover 
Has opened his office for general practice in Taze- 
well. He was recently located for six years at Big 


Rock in Buchanan County. 


Dr. G. Watson James, III, 

Richmond, will present a paper on Stercobilin and 
Hematopoiesis as part of a symposium on the Nu- 
tritional Aspects of Blood Formation. This sym- 
posium, to be held at the University of Cincinnati 
on October 22nd, is made possible by support from 
the National Vitamin Foundation. 


American College of Chest Physicians 

The Potomac and Virginia Chapters of the Amer- 
ican College of Chest Physicians will hold a joint 
meeting, opening at 9:30 A.M., Sunday, October 31, 
1954, at the Shoreham Hotel, Washington, D. C. 
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All physicians are cordially invited to attend. 
There is no registration fee for guests or members. 

The program will include symposia on Cardiac 
Surgery and Bronchogenic Carcinoma, a panel dis- 
cussion on Problems Encountered in the Present Day 
Management of Tuberculosis and round table lunch- 
eons on Pulmonary Emphysema and Evaluation of 
Patients for Cardiac Surgery. 


Drs. Young, Young and Fountain. 

Drs. Charles A. Young, Sr. and Jr., and Dr. 
Newland W. Fountain have opened a branch office at 
Carlton Terrace Building, Suite 115, 920 South 
Jefferson Street, Roanoke. Their main office con- 
tinues to be in the Medical Arts Building. 


Virginia to Have Four Mobile Hospitals. 

Dr. W. R. Southward, Civil Defense Medical 
Service Director, has announced that four complete 
mobile emergency hospitals for use in case of enemy 
attack or other disaster have been ordered. One 
unit will be staffed by personnel from the Medical 
College of Virginia, one by the University of Vir- 
ginia Hospital, one by the Winchester Memorial 
Hespital, and the other by several Roanoke Hos- 
pitals. A fifth unit may be ordered later for the 
Hampton Roads area. 

The units weigh about 1314 tons each and can be 
transported by truck or airplane. They include 
x-ray and surgical equipment and all equipment for 
a 200-bed emergency hospital except the beds them- 
selves. 


Desires Association. 

General Pracitioner, now qualified Psychiatrist, 
licensee Virginia, presently practicing in Indiana, 
desirous of establishing association with group or 
individual, in Virginia, with view to developing 
Psychiatric Treatment Center, on an Out-Patient 
basis, to include Psycho, Electro, and Occupational 
Therapy. Also interested in Industrial Psychiatry. 
Must have basis salary, plus. Reply in first instance 
to “Psychiatrist”, care Virginia Medical Monthly, 
P. O. Box 5085, Richmend 20, Va. (Adv.) 


OBITUARIES 


Dr. Paul Williamson Howle, 
Prominent Richmond physician, died July 26th 


after a long illness. He was a native of Sussex 


County and was seventy-nine years of age. He was a 
graduate of the former University College of Med- 
icine, Richmond, in 1898, following which he began 
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his practice at Mt. Carbon, W. Va., where he was 
a mining company physician. Dr. Howle located 
in Richmond in 1908. He was chief physician at 
the City Jail for about thirty-five years. Dr. Howle 
had been a member of The Medical Society of Vir- 
ginia since 1899 and for a number of years served 
as a member of its Publication Committee. His wife 
and two children survive him. 


Dr. Edgar Calvin LeRoy Miller, 

Former Librarian of the Medical College of Vir- 
ginia, died July 21st at the home of his daughter 
in San Diego, California. He was eighty-seven years 
of age and a graduate in medicine from the Univer- 
sity of Michigan. Dr. Miller spent five years as 
a medical missionary in India before coming to 
Richmond as professor of pharmacology at the Med- 
ical College of Virginia. He established the first 
biochemistry depa:tment there and was at cne time 
dean of the School of Medicine. Dr. Miller became 
librarian in 1930 and retired in 1947 with the title 
of librarian emeritus. He was a collaborator on 
revision of the American Illustrated Medical Dic- 
tionary until two years ago. Dr. Miller was founder 
of the Virginia Academy of Science and served as its 
secretary for twenty-six years. He had been a mem- 
ber of The Medical Society of Virginia for forty- 


two vears. 


Dr. Allen Weir Freeman, 

Nationally known physician of Baltimore, Mary- 
land, died July 3rd after an illness of several months. 
He was born in Lynchburg and was seventy-three 
years of age. Dr. Freeman graduated from John 
Hopkins Medical School in 1905. 
dean of the Johns Hopkins School of Hygiene and 
Public Health and was a crusader for preventive 
medicine and for better organization among doctors in 
the treatment of disease. He was known as ‘“The Epi- 
demic Chaser”. Dr. Freeman had been a member of 
The Medical Society of Virginia since 1908. 


He was a former 


Dr. James Felmer Hubbard, 

Waynesboro, died June 29th, at the age of seventy- 
He was a graduate of the former University 
Dr. 


nine. 
College of Medicine in Richmond in 1908. 
Hubbard had practiced in Waynesboro for thirty- 


three vears. He was a Mason and had been a mem- 
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ber of The Medical Society of Virginia since 1908. 
A son and a daughter survive him. 


Dr. Robert H. Newman, 

Vinton, died May 3rd, at the age of sixty-eight. 
He was a graduate of the former University College 
of Medicine, Richmond, in 1910. Dr. Newman had 
been a member of The Medical Society of Virginia 
for forty-four years. 


Dr. Isaac Roy Wagner, 

Gordonsville, died July 17th. 
six vears of age and received his medical degree from 
the University of Virginia in 1905. Dr. Wagner 
was with the Veterans Administration Facility until 
his retirement in 1945 when he moved to Gordons- 
ville. He had been a member of The Medical So- 
ciety of Virginia since 1906. 


He was seventy- 


Dr. James Edward Amiss, 

Altavista, died July 18th after an illness of two 
years. He was forty-eight years of age and a grad- 
uate in medicine from the University of Virginia 
in 1930. Dr. Amiss spent 18 years in active and 
reserve duty with the U. S. Navy and had the rank 
of commander. He practiced at New Market before 
locating at Altavista where he had been for the past 
Dr. Amiss had been a member of The 
His 


eight vears. 
Medical Society of Virginia for twenty years. 
wife and three children survive him. 


Dr. Lyle Jamesson Hansbrough, 

Front Royal, died July 5th of malignant leukemia. 
He was forty-three years of age and graduated from 
the University of Virginia, School of Medicine, in 
1936. Dr. Hansbrough was the third generation of 
his family to practice in Front Royal. He had been 
a member of The Medical Society of Virginia for 


eleven years. His wife and five sons survive him. 


Dr. Christian Kevin Campbell Hoyle, 
Swannanoa, N. C., died July 17th of a cerebral 
aneurysm, at the age of forty-nine. He was a native 
of London, England, and graduated in medicine from 
the University of Virginia in 1939. Dr. Hoyle was 
assistant chief of general medical service at the 
Swannanoa division of Oteen VA Hospital. He had 
been a member of The Medical Society of Virginia 


for thirteen years. His wife and a son survive him. 
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Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 


of a variety of clinical conditions characterized by 


vertigo and is recognized as a standard 


for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, nausea and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have established 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness, 

Any of these conditions in which Dramamine 
is effective may be classed as “‘disease or abnor- 
mal stimuli’* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.). It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 


The site of Dramamine’s action is probably in the 
labyrinthine structure. 


*Swartout, R., III, and Gunther, K.: “‘Dizziness:” Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


125-BED PRIVATE PSYCHIATRIC HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISORDERS, INCLUDING ALCOHOLISM AND ADDICTION. 


STAFF 
James P. King, M. D., Director 
James K. Morrow, M. D. Thomas E. Painter, M. D. Daniel D. Chiles, M. D. 


James L. Chitwood, M. D., Medical Ccensultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 


BLUEFIELD MENTAL HEALTH CENTER 
1490 Street Bluefield, W. Va. 
David M. Wayne, M. D., Difector 


A General Hospital (265 
beds) with Departments in 
Medicine, Surgery, Obstet- 
rics, Pathology, Radiology, 
Pediatrics and Nursing. The 
Hospital is accredited by the 
Council on Medical Educa- 
tion of the American Medical 
Association for training first 
year interns, residencies in 
the surgical specialties for 
one and two years, general 
practices two years full ap- 
proval, internal medicine, 
and obstetrics and gynecol- 
ogy, and the School of Nurs- 
ing is accredited by the Vir- 
ginia State Board of Nurse 
Examiners. 


DAVID E. WATSON, MISS MARY LOUISE HABEL, R.N., 
Administrator Director, School of Nursing 


: 
2 RIVERSIDE HOSPITAL, Newport News, Va. 


